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GASTRO-INTESTINAL HEMORRHAGE IN DISEASE OF 
THE GALL BLADDER* 


BY FRANKLIN W. WHITE, M.D.,t 


ROSS gastro-intestinal hemorrhage in gall 
bladder disease is rather rare but is inter- 
esting, both from the standpoint of diagnosis 
and of etiology. Our attention was called to the 
subject by the small group of cases we are re- 
porting, in one of which operation was per- 
formed on a mistaken diagnosis, namely of ulcer. 
We have been able to find only a dozen de- 
tailed case reports in the medical literature. One 
of the best discussions of the subject was by 
one of our own members, Dr. George B. Euster- 
man! of the Mayo Clinic, in 1913. 
We will first describe our own cases and give 
a brief summary of the reported cases we have 
found, and then discuss the whole group from 
the standpoint of diagnosis and etiology. 


Case I 


G. N., male, aged 62, a restaurant keeper, was 
first seen on July 16, 1924. He gave the following 
history: He had had renal gravel ten years before. 
A tumor of the neck had been excised four years be- 
fore and was diagnosed as cancer. There had been 
no local recurrence. He used tobacco in excess; al- 
cohol in moderation. His average weight was 240-262 
pounds, recently reduced by diet to 200 pounds. His 
average blood pressure was 130-80 to 155-95. 

He had had three gastro-intestinal hemorrhages 
with gross blood in the stools, in July 1924, Septem- 
ber 1925 and July 1926. The first and last were 
severe, the middle one, milder. He had fainted in 
the two severe attacks and had passed copious dark 
red stools. There were no other digestive symptoms 
except at rare intervals mild epigastric distress or 
nausea, associated with excessive tobacco. His hemo- 
globin was 60%, red blood cells 2,400,000. There was 
moderate arteriosclerosis with mild changes in the 
kidney. Otherwise the physical examination showed 
nothing important. He had made a fairly rapid 
recovery from these hemorrhages with the aid of 
one or more transfusions. General condition was 

ood 


He had had following each hemorrhage roentgen 
examinations both with the barium meal and with 
an enema in 1924, 1925, and 1926. The only abnor- 
mality shown was a slight irregularity on the lesser 
curvature side of the duodenum. This was variously 
interpreted as a previous or present ulcer of the 
duodenum, adhesions or due to gall bladder pres- 
sure. 

Operation was advised on account of the three 
hemorrhages. This was performed by Dr. A. A. 
Berg, of New York City, in November 1926. Through 
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a large median abdominal incision the whole of 
the abdominal viscera was explored. There was no 
gross evidence of disease in the stomach or duo- 
denum. There were no adhesions around the duode- 
num. The pylorus itself was wide open and the 
thumb could easily be invaginated through it. The 
lesser curvature of the stomach was normal. The 
pancreas and pancreatic head were perfectly normal 
and the duodenum moved freely over the head of 
the pancreas. The gall bladder was of moderate size 
and contained four large stones and a number of 
smaller ones. Its walls were the seat of a moderate 
grade of inflammation. The fossa jejuno-duodenalis 
was normal. There was no evidence of neoplasm of 
the small or large intestine. The flexures of the 
colon were perfectly normal. The liver was of nor- 
mal size. Its edge was sharp and its surface smooth. 
The spleen seemed to be small. There were no evi- 
dences of any enlarged varices on the gastric or duo- 
denal walls. Cholecystectomy was done and the pa- 
tient has enjoyed good health with no indigestion or 
hemorrhages in the five years since operation. 


II 


M. L., a female, aged 72, was seen on Jan. 15, 1928 
at the Boston City Hospital. For six years she had 
had attacks of right upper quadrant pain radiating 
to the back, occurring three or four times a year, 
not associated with vomiting or jaundice. There 
were considerable belching of gas, anorexia and con- 
stipation. She had a profuse hematemesis with weak- 
ness and unconsciousness on the day of admission 
to the Hospital. She vomited many clots and passed 
bright red stools. The patient was well developed 
and fairly well nourished; her teeth were false; the 
tongue was moist. The blood pressure was 138-58, 
the hemoglobin 60%; the red blood count 5,590,000. 
The blood smear was negative. The stools were at 
first tarry; occult blood was present for eight days, 
then was absent. The urine showed rare hyalin 
casts. Two months later a complete gastro-intestinal 
roentgen examination was made. Gall stones were 
clearly shown but no other pathology was found. 
Operation was advised but refused by the patient. 


CasE III 


B. B., male, aged 49, a Rabbi, was seen in Novem- 
ber 1924. He had had six or seven mild attacks of 
jaundice during the last ten years. The present ill- 
ness began with sharp pain in the right upper quad- 
rant radiating into the back and not related to meals. 
This persisted for twenty-four hours. No morphia 
was required to relieve this pain. In the evening he 
developed nausea and hematemesis, vomiting a pint 
of red material and some coffee grounds. Through- 
out the day the patient took no food. On the follow- 
ing morning jaundice was noticed and the urine 
became dark. At the same time the pain subsided. 
No stool was passed. On physical examination he 
showed moderate jaundice. His heart and lungs 
were normal, the pulse was 120, the blood pressure 
100-68. The liver edge was smooth and not tender 
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and was palpable two fingerbreadths below the costal 
margin. In the region of the gall bladder there was 
an indefinite resistance and slight tenderness. A 
diagnosis was made of impacted stone in the com- 
mon duct. Two days later, at operation, a patholog- 
ical gall bladder was found and removed, no stones 
being present. The convalescence was uneventful. 
The subsequent history was as follows: He was 
symptom-free for three years, then he had another 
attack of epigastric distress with jaundice lasting 
five days. During this attack the Icteric Index was 
51, the van den Bergh 10.4. Both stool and urine 
contained bile. Roentgen examination after a barium 
meal showed nothing abnormal. 


Case IV 


M. M., a female, aged 25, was first seen on July 1, 
1924. Eight months previously she had had a severe 
attack of epigastric pain. Since then these attacks 
of pain had recurred every two weeks with nausea 
but no vomiting; during the past week she had had 
four such attacks. Her appetite was fair; the bowels 
normal. Diagnosis: chronic appendicitis. At the 
first operation, on July 3, 1924, a cystic ovary and 
the appendix were removed, also an infected gall 
bladder with stones and a retroverted uterus were 
found. A second operation was performed three 
months later at which time a cholecystotomy was 
performed and several gall stones removed. In the 
following two years she had ten to fifteen attacks of 
pain in the right upper quadrant with chills and 
vomiting. Finally she had a very severe attack of 
colic with considerable hematemesis. This attack re- 
quired two doses of morphia. There was secondary 
anemia; hemoglobin was 70%; red blood cells, 3,950,- 
000. At a third operation on Nov. 1, 1926 many ad- 
hesions about the gall bladder were found and a 
stone was located in the cystic duct. No lesions were 
found in the stomach or duodenum. Cholecystectomy 
was performed, since which she has been well for 
four and a half years. 


CASE V 


S. P., a female, aged 70, was seen on Sept. 2, 1930, 
in consultation with a local physician. Eighteen 
years before a clinical diagnosis of gall stones had 
been made and confirmed by a roentgen examina- 
tion. During these eighteen years she had had mild 
digestive disturbances with a few typical colicky at- 
tacks requiring morphia; the last attack was four 
years ago. During the last four years she has had 
gas, belching, epigastric pressure, some heart-burn 
and regurgitation. Six days ago she developed more 
severe abdominal distress, somewhat relieved by 
heat. Three days ago some tenderness and rigidity 
in the right upper quadrant were noted. The blood 
pressure was 220-110. Morphia was given. The next 
day she had high colored urine and yellow discol- 
oration of the sclerae. That night she had a pro- 
fuse hematemesis, and the next morning a watery 
tarry stool, which gave a strongly positive test for 
blood. There was delirium, restlessness and dyspnea 
with increasing jaundice and itching. 


Physical examination: The pulse was 100-120 and 
thready, the blood pressure 105-60. The heart showed 
a systolic murmur at apex. The lungs were nega- 
tive. The abdomen showed resistance and tender- 
ness in the right upper quadrant. The reflexes were 
active. The urine was acid in reaction; albumin 
was present; the ‘specific gravity was 1.023; sugar 
was absent; there was a strongly positive test for 
bile. The stool was tarry with a very strong test 


for occult blood. 
After again vomiting coffee ground material the 


Case VI 


A. G., female, aged 42, was seen Oct. 16, 1928. For 
many years she had had heartburn and eructation 
soon after meals with distress in the epigastrium. 
Three months ago she had had a mild attack of pain 
in the epigastrium which lasted several hours. She 
had a similar attack two weeks ago. The appetite 
was poor. The bowels moved daily. She was never 
jaundiced. There was a loss of fifteen pounds in 
weight. 

Three days ago she had an attack of persistent 
pain in the right upper quadrant, non-radiating, re- 
quiring several injections of morphia. She vomited 
repeatedly; at first the vomitus contained some green 
material. On the second day she vomited about a 
cupful of clotted blood, but did not notice the color 
of her stools. Physical examination showed nothing 
important except tenderness over the gall bladder 
region. The stool gave a strongly positive test for 
blood. The urine contained no bile. A week later a 
roentgen examination after a barium meal showed 
nothing abnormal and the Graham test showed that 
the gall bladder filled and emptied well. Two weeks 
later cholecystectomy and appendectomy were per- 
formed, two stones being found within the gall blad- 
der. The ducts were explored and found normal. 
She made an uneventful recovery. 


SUMMARY OF REPORTED CASES 


De Courcy” reports two women and one man 
with chronic disease of the gall bladder asso- 
ciated with one or more stones; all had had 
severe hematemesis one to five months before 
operation and one had had three attacks of 
severe hematemesis in the two years preceding 
operation. All were operated upon (cholecys- 
tectomy) and in two cases the stomach was 
opened and carefully explored. There was no 
further bleeding after operation in any case. 

Schnyder* reports a man with a large intes- 
tinal hemorrhage, autopsy having showed a 
gall bladder which had perforated and bled free- 
ly into the peritoneum and bowel. 

Lobstein* reports a 65 year old woman with 
intestinal hemorrhage and a preoperative diag- 
nosis of volvulus. At operation a perforated gall 
bladder was found with bleeding into the peri- 
toneum and into the lumen of the gall bladder. 
Five large stones were removed and the gall 
bladder sutured. The patient recovered. 

Esau® reports a woman with a large intes- 
tinal hemorrhage. Operation showed an infarec- 
tion of the gall bladder wall with hemorrhagic 
cholecystitis and several stones. She completely 
recovered after operation. 

Heusser® reports a woman with a large intes- 
tinal hemorrhage and slight jaundice. Opera- 
tion showed a hemorrhagic cholecystitis with 
ulceration of the gall bladder and many stones. 
Autopsy nine days later showed a hemorrhagic 
infarct of the gall bladder. 

Frick and Irland’ report a woman of forty- 
six who had profuse hematemesis with tarry 
stools at the ages of eighteen, twenty, and thirty- 
six years. She had had slight jaundice several 
times. Operation showed a distended gall blad- 


patient died on the next day. Autopsy was refused. 


der with one large mulberry stone. 
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Vysin® records a woman with intestinal hem- 
orrhage in which a diagnosis of peptic ulcer 
was made. Operation six weeks later showed a 
chronic, thickened, contracted gall bladder with- 
out stones. No other pathology was found. He 
raises the question of possible healing of a pep- 
tie uleer in the six weeks between the hemor- 
rhage and operation. 

Nis? reports a woman with a severe intes- 
tinal hemorrhage followed by the passage of a 
large gall stone by rectum, with uneventful re- 
covery. He believes that the erosion of a vessel 
during the formation of a fistula between the 
gall bladder and bowel caused the bleeding. 

Polichettv’® reports a woman with a profuse 
hematemesis five months previously with contin- 
ued indigestion in spite of ulcer type of treat- 
ment. Operation showed a large gall bladder 
with 82 stones. The stomach and duodenum 
were normal. She had no symptoms after opera- 
tion. 

Polichetti!® reports a second woman with 
chronic intermittent intestinal hemorrhages. 
Operation showed chronic change in the gall 
bladder with 108 stones. There were no lesions 
in the stomach or bowel. The operation com- 
pletely relieved her symptoms. 

In addition to these twelve cases which were 
reported in considerable detail there are an ad- 
ditional five cases very briefly referred to by 
Eusterman!, which we have not included for 
lack of data. 

Even with occult bleeding the possibility of 
gall bladder disease may have to be considered. 
Eusterman’ reports 500 gall bladder cases, in 
228 of which analysis of gastric contents was 
made. Nineteen per cent. of the total 500 cases 
showed oceult blood. Of course the slight 
trauma of the tube, especially in cases with low 
acid, may account for some of these positive 
results. Heusser®, in three years, tested the feces 
of a group of gall bladder cases (number not 
given) and found 14 who gave a positive ben- 
zidin test. 

COMMENT 

We have included the twelve reported cases 
with our own six in the comments. In four of 
our six cases the diagnosis ‘of gall bladder dis- 
ease was confirmed by operation; in the two 
others gall stones were clearly shown by roent- 
gen ray. In the twelve reported cases ten had 
operation, one an autopsy, and one passed a 
large gall stone per rectum. 

Age and Sex: The age of the patients is what 
might be expected with gall bladder disease, 
mostly between 40 and 70, with the extremes 25 
and 72 years. Twelve were females and six 


males. 
The gall bladder contained one or more stones 
in five of our six cases and in ten of the twelve 


reported cases. 
Hematemesis or Melena: Five of our cases had 


hematemesis; in one case blood was seen in the 
feces only. In one of our cases there were three 
recurrent intestinal hemorrhages at about a 
year’s interval. In the reported group five had 
hematemesis, and seven melena only. In two 
cases the hemorrhages were recurrent. We do 
not believe that it is important whether the 
blood was vomited or passed per rectum, as the 
source was probably the stomach or duodenum. 

Diagnosis: Every effort has been made in 
collecting our series, and apparently in the re- 
ported cases, to avoid including any cases of 
peptic or intestinal ulceration in this group. 
The clinical history has been carefully studied, 
the roentgen ray used freely, the abdomen ecare- 
fully explored at operation, and the stomach 
opened in several cases. The first case seen 
by us (Case I) well illustrates the difficulty in 
diagnosis from peptic ulcer, before operation. 
The patient had several serious gastro-intestinal 
hemorrhages at intervals of about a year, with 
no other leading symptoms or signs except a 
slight irregularity of the duodenum found by 
the roentgen ray which made duodenal ulcer our 
first choice; in fact no other diagnosis was 
seriously considered. The absence of any local 
pain, tenderness, or spasm in the gall bladder 
region, of jaundice and of gall stone shadows 
was entirely misleading. 

In our other five cases the diagnosis was far 
clearer. In two, gall stones have been clearly 
shown by. the roentgen ray; in two others there 
was jaundice, in one following the hematemesis, 
in the other beginning on the day of the hemat- 
emesis. In all five there were recurrent at- 
tacks of pain in the right upper quadrant or 
epigastrium which often required morphia. In 
one case there was a previous operation at which 
gall stones were found and the gall bladder 
drained. 

In the group of reported cases we find simi- 
lar diagnostic difficulties. One was operated 
upon with the diagnosis of intestinal volvulus. 
(Lobstein*) and two with the diagnosis of peptic 
uleer (Vysin’, Schnyder*); and four others 
were considered cases of probable coincident ul- 
cer and gall bladder disease, on account of the 
gross hemorrhage, with perhaps a slight deform- 
ity of the duodenum (actually due to adhe- 
sions), or in spite of a normal roentgen picture 
of the stomach and duodenum. 

It is not a simple matter entirely to exclude 
peptic ulcer as a cause of hemorrhage in some 
gall bladder cases. The presence of gall stones 
naturally does not exclude ulcer; both may be 
present, in fact the association of lesions in the 
duodenum or stomach and the gall bladder is 
not at all rare. Even the absence of peptic 
ulcer at roentgen examination or at exploration 
is not conclusive evidence that it never was 
present; especially if the interval between the 


hemorrhage and the surgical or roentgen ex- 
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amination is a month or more. One of us has 
clearly shown that peptic ulcer, especially in 
the stomach, may in certain cases heal and 
disappear within a month or so. 

Vysin® suggested that an ulcer may have 
caused the hemorrhage in his case and then 
healed in the six weeks’ interval between the 
hemorrhage and operation. 

There were three of the reported cases (De 
Courcy’, Polichetti?®) in which the interval be- 
tween operation and hemorrhage was four or 
five months, and one (Frick and Irland’) in 
which the last hemorrhage was ten years before 
operation. 

One more patient is interesting in this con- 
nection. This woman, B. F., aged 66, seen Jan- 
uary 4, 1929, had had intermittent indigestion 
for eighteen years with epigastric distress or 
pain coming one to three hours after meals, 
sometimes relieved by food, alkalies, or vomit- 
ing. She was constipated and had lost twenty- 
five pounds 

Kight days previously she had had a profuse 
hematemesis and tarry stools. Physical ex- 
amination showed senile changes and well- 
marked secondary anemia and poor general con- 
dition. The roentgen ray six weeks later showed 
no definite pathology in the stomach or duo- 
denum, but several large square gall stones an 
inch or more in diameter. We felt at first that 
her hemorrhage might be the result of gall blad- 
der disease, but after long delay roentgen films 
taken four months before were obtained which 
clearly showed in profile a medium-sized gastric 
ulcer in the middle of the lesser curvature. The 
disappearance of this ulcer deformity after the 
hemorrhage and subsequent medical treatment 
was very misleading. 

On the other hand most chronic peptic ulcers 
are very persistent and recurrent; the roentgen 
ray is a very valuable and accurate help in diag- 
nosis as is also exploration of the abdomen. In 
most of the cases the operation followed at a 
short interval after the hemorrhage, and the 
results of operation on the gall bladder were 
very good indeed. In no case was there any 
recurrence of the bleeding after the gall blad- 
der was removed. This leads to the final con- 
clusion, that in all or nearly all of these selected 
cases the hemorrhage was associated with gall 
bladder disease and was not due to peptic ulcer. 

Etiology: Naturally our first thought in a 
case of gastro-intestinal hemorrhage is to dis- 
cover the cause, often ulcer, sometimes cancer 
or alcoholic cirrhosis of the liver or disease of 
the spleen, ete. We feel that our careful ex- 
amination has ruled these things out in this 
group of cases: What have we left? One or 
two positive things and several conjectures. 

In three of the reported cases (Schnyder’, 
Lobstein‘, Nisi®) the gall bladder was perforated 
and presumably a blood vessel was eroded, caus- 


ing the hemorrhage. Eusterman’ has mentioned 
a similar case. In two other cases (Heusser*, 
Esau’) we have hemorrhagic cholecystitis with 
extensive hemorrhagic infarct of the wall of the 
gall bladder. 

In our own group we regret that there is so 
little definite to offer as a cause of the bleed- 
ing. Tests of coagulation time, liver function 
and blood platelet counts were made in several 
cases but nothing important was found. 

The most plausible theory in Naunyn’s", is 
that toxins in the blood from chronic sepsis in 
the gall bladder (with waves of more acute infec- 
tion) cause bleeding from the mucosa of the 
stomach or upper bowel, as it does in essential 
hematuria or nose bleed. Kuernwell’? suggests 
embolic ulcer in the duodenum; we have no 
positive evidence of this. Eusterman’ suggests 
injury of the gastric mucosa from retching. 

It is well known that jaundice favors hemor- 
rhage from mucous membranes by lessened 
eoagulability of the blood, largely due to lack 
of calcium ions, but in this group the relation 
of the bleeding to jaundice was not close. Four 
of our six cases had no jaundice; one case 
showed mild jaundice the day after the bleeding, 
and only one patient (Case IV) showed mod- 
erate jaundice which began on the day of the 
hemorrhage. In the group of twelve reported 
cases only two showed jaundice, slight in both. 

Hepatitis may be important. By removing 
small pieces of liver at operation Graham”, 
Judd'‘, and others have shown that some de- 
gree of hepatitis is found in nearly all gall 
bladder cases, varying from choudy swelling and 
fatty degeneration to fibrosis, pericholangitis 
and biliary cirrhosis, and quite often the liver 
is enlarged. Graham", using the phenoltetra- 
iodophthalein test has found lowered liver func- 
tion in about 85 per cent. of his gall bladder 
eases. The liver is an important organ for the 
production or synthesis of various factors in- 
volved in the coagulation of the blood, and dis- 
turbance of liver function may lead to hemor- 
rhagic states. 

In our group gross evidence of hepatitis at 
operation is scanty. In one case the liver is 
described as slightly enlarged, smooth and not 
tender. In the reported group De Courcy? re- 
ports hepatitis of the right lobe in one case, and 
probable hepatitis in one other. In the other 
cases the liver is described as ‘‘normal’’, or not 
enlarged, or is not mentioned. | 

Finally it seems as if the hemorrhage could be 
better explained as the effect of sepsis or toxins 
rather than by actual chronic or permanent liver 
damage, as the symptoms and tendency to bleed 
have been so promptly and completely relieved 
by removal of the septic focus, the gall bladder. 

There are possible vascular factors. Aschoff*® 
has seen thrombosis of the gall bladder veins 
with extensions to the gastric veins causing gas- 
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tric ulceration and hemorrhage, and Naunyn” 
has seen aneurysm of the hepatic or cystic ar- 
teries with hemorrhage from the bile ducts. We 
have no clear evidence of this in any of our 
cases. Portal thrombosis with narrowing of the 
portal vein also seems easily ruled out in this 
group. 

We have no cancer of the gall bladder in our 
series or in the reported group. 


CONCLUSIONS 


Severe gastro-intestinal hemorrhage in disease 
of the gall bladder is rare, but the possibility 
is important in diagnosis. 

Such cases ave apt to be mistaken for peptic 
ulcer, especially if the history is doubtful and 
if adhesions cause some deformity of the duo- 
denum or pylorus. 

In cases of hematemesis with jaundice, the 
possibility of gall bladder disease should be con- 
sidered. 

Coincident ulcer and gall stones are not rare 
and may be misleading; the ulcer may heal 
after hemorrhage and only gall stones be found 
at a later roentgen examination. 

Jaundice was not an important factor in caus- 
ing the hemorrhage in the group studied. 
Hepatitis associated with gall bladder disease 
may be a factor, but the evidence from our 
studies is not clear. 


In a few cases the hemorrhage may be ex- 
plained by perforation of the gall bladder, 
fistula formation, or hemorrhagic infarction of 
the gall bladder; in the large majority Naunyn’s 
theory seems best, that toxins in the blood com- 
ing from the infected gall bladder cause bleed- 
ing from the mucosa of the stomach or duo- 
denum, as occurs in cases of essential hematuria 
or epistaxis. 


REFERENCES 


Incidence and Diagnostic Value of Blood or 


1 Eusterman: 
St. Paul 


Hemorrhage in Gastric and uae a Lesions. 
,» vol. 15, page 587, 1913. 
: Gastric Hemorrhage Associated with Chole- 


cystitis. Cincinnati Journal of Medicine, vol. 7, page 
613, 1928 

3 Schnyder: Tédliche Gallenblaseblutung in die freie Bauch- 
héhl Allgem. Path. und Pathol. Anat., 


e. Centrbl. f. 
vol. 26, no. 14 5. 
4 Lobstein: Quoted by Heusser (see below). 

5 Esau: Hamorrhagischer Wandinfarkt der Chronischen Stein- 
gallenblase mit Blutungen in der Darm. Archiv fur 
Klin. Chirurgie, vol. 35, page 782, 1925. 

Die Blutende Gallenblase. Munch. Mediz. Woch., 

72, page 2007, 1925. 
7 Prick and Irland: Gastric and Intestinal Bleeding in Chronic 
Appendix and Gall Bladder Disease. Surgical Clinics 
of North America, vol. 3, page 1553, 1923. 
8 Blutige Stiihle bei Gallensteinen. 
ceskych, no. 2, 1923. 

9 Intorne ad un Caso di Litiasi Biliare. 

prat., no. 25, 19 

10 Polichetti: 


6 


Casopis lekaruv 
Policlinico, 
Annali Italiani de Chirurgica, vol. 9, page 245, 


1892. 
12 Kuernwell: y ick and Irland (see above). 
13 Graham: Diseases of the Gall Bladder and Ducts. Lea & 
Febiger, Philadelphia, 1928. 
14 Judd: Relation of the Liver and Pancreas to Infection of 
oa, bre a Bladder. Jour. Am. Med. Assn., vol. 77, page 
15 Aschoff: Private communication to Esau (see above). 


1930. 
11 Naunyn: Klinik der Cholelithiasis, Leipzig, 
Quoted by Fri 


THE TREATMENT OF ACUTE EMPYEMA AND 
PULMONARY ABSCESS* 


BY WYMAN WHITTEMORE, M.D.t 


CUTE EMPYEMA: The treatment of this 

condition is operation by one of the two rec- 
ognized methods. Medical aspiration will not 
cure an empyema. Although there have been 
rare reports of empyemas cured by aspiration 
alone, especially in infants, yet it is a wise pol- 
icy to discount this remote possibility and rec- 
ognize the fact that an operation must be done 
to bring about a cure. 

Operation for acute empyema should not be 
considered an emergency, with the one excep- 
tion of streptococcus hemolyticus cases. These 
should be operated upon, by the closed method, 
as soon as possible. In the pneumococcus em- 
pyema, for example, pus should not be allowed 
to remain in the pleural cavity indefinitely, but, 
on the other hand, because aspiration obtains 
pus, which may have been present for several 
days or longer, there is no need for operation to 
be done in the middle of the night. 

There are two well-recognized methods of op- 
erating on acute empyema. The first is the 
open operation of rib resection and the second 


*Read before the Hillsboro County Medical Society at Man- 
chester, N. H., April 21, 1931. 
tWhittemore—Visiting Surgeon, 
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the closed method, in which a catheter is put 
into the pleural cavity between the ribs by 
means of a trocar. Local anesthesia should be 
used and can be in practically all patients, includ- 
ing infants. Open operation should be used (1) 
when thick pus is obtained by aspiration, (this 
being found when the diagnosis has not been 
made early) ; (2) in encapsulated empyema and 
(3) in those cases in which it has seemed wise 
to aspirate a number of times, until thick pus is 
obtained, preceding operation. In all three of 
these conditions there is no danger from an open 
pneumothorax as the mediastinum has become 
fixed by inflammatory reaction and the lung is 
adherent. The closed method should be used 
(1) in all desperately sick cases regardless of 
the organism and whether the pus is thick or 
thin; (2) in streptococcus cases; (3) when the 
pus is very thin and (4) in tubercular effu- 
sions that have become secondarily infected. 
The method of introducing a catheter into the 
pleural cavity by means of a trocar, to be fol- 
lowed by suction in the after-care was originat- 
ed at the Massachusetts General Hospital in 
1916 and 1917. The first series of cases treated 
by this method was reported from this hospital 
in 1919. Often there is no leakage of air or 
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pus around the catheter for several days to a 
week and at times not for three or four weeks. 
Some surgeons feel that at the end of a week 
this method should be discontinued and a rib 
resected. To do this on general principles is a 
great mistake; the only possible reason for re- 
sorting to rib resection is when, for some rea- 
son, the drainage tube does not work. It is our 
belief and our experience that when a rib is re- 
sected merely on general principles in these 
cases, the convalescence is greatly delayed. On the 
other hand, when the drainage apparatus is not 
working satisfactorily or there is another pocket 
of pus that does not drain, something further 
must be done. In rare instances, at the end of 
five or six weeks the convalescence may be 
shortened by excising a rib, but with some pa- 
tience and intelligence on the surgeon’s part and 
codperation on the patient’s part this will seldom 
be necessary. 

Care of the patient following operation is of 
the utmost importance. All patients, except 
those who have a bronchopulmonary fistula, 
should be irrigated. After the pleural cavity is 
emptied of the pus, which should be a slow, 
gradual procedure, it is best to irrigate with a 
small amount of normal salt solution every two 
hours for the first twenty-four hours. If there 
is a pleuropulmonary fistula, the patient will 
taste the salt solution and may be thrown into 
a paroxysm of coughing. No irrigations should 
be employed as long as the fistula persists, but 
if there is no fistula, Dakin’s solution should be 
used. If correctly made Dakin’s solution can- 
not be obtained, hychlorite diluted 1 to 7 parts 
of water is an excellent substitute. Breathing 
exercises, including the use of blow-bubbles 
and deep breathing, setting up exercises and cor- 
rect posture should be started as early as pos- 
sible and carefully guided by the surgeon dur- 
ing convalescence. It is well to have these exer- 
cises kept up for months after the patient is 
considered well. As soon as possible the patient 
should be encouraged to move about in bed and 
to get out of bed. It is our belief that many of 
these patients are kept in bed too long. 

Suction may well be employed following both 
methods of operating. In the open method suc- 
tion can be obtained from the central hospital 
suction system, this being connected through a 
series of bottles to the patient, and in the 
closed method the same apparatus may be used, 
or a large glass syringe works just as satisfac- 
torily. It is probably safer not to leave the 
suction going constantly as accidents have hap- 
pened under these circumstances; it should be 
used at frequent intervals for a short time. 

Empyema is cured when there is no longer 
any cavity. It is a simple matter to measure the 
size of a cavity by seeing how much fluid it will 
hold. When the cavity will hold only 5 to 6 ee., 
it may be considered healed. This is a simpler 
method of determining whether the empyema 
is cured than depending on the bacteriological 


count of smears taken from the pleural cavity. 
If the surgeon relies on this latter method 
the smear should be made only when there 
has been no irrigation with Dakin’s solution 
for the preceding 24 hours. It is well to get 
at least three smears showing no bacteria and 
this may well be confirmed by culture. 

The temperature should not be expected to 
remain at normal until about four weeks fol- 
lowing operation. Cases in which the tempera- 
ture reaches normal two or three days after op- 
eration and remains there during the whole con- 
valescence are very rare. Some of the causes for 
temperature are as follows: a small amount of 
pus that is temporarily not draining; a second- 
ary walled-off pocket of pus, which is not often 
met with; secondary infection of the pleural 
cavity by skin organisms; the septic cavity it- 
self, whose wall is a thickened septic membrane; 
a persisting infection in the lung; and infected 
mediastinal glands. The only one of these causes 
of temperature that requires more surgery is 
the secondary walled-off pocket of pus. The ex- 
istence of this must be thoroughly established 
before operation should be undertaken. The 
diagnosis can only be made by x-ray showing a 
shifting fluid level or by aspirating pus from 
the suspected area. 

The complications that have been met with 
during convalescence are as follows: pneumonia 
in the other lung, empyema in the other pleural 
cavity, lung abscess, septicemia, meningitis, 
brain abscess, pericarditis, peritonitis, abscesses 
of the spleen, infection of middle ear, mastoid 
infection, secondary infection of the pleural 
cavity, secondary pocket of pus, and secondary 
hemorrhage. When severe hemorrhage occurs, 
it is usually from a gangrenous area in the lung 
and the patient quickly dies. 


Iung Abscess: All patients with lung abscess 
Should be given the benefit of medical treat- 
ment before any other form of treatment is un- 
dertaken. This consists mainly of rest in bed, 
postural drainage at definite intervals each day 
and general good hygienic care. In postural 
drainage the patient assumes a position in which 
drainage of the abscess through the bronchus 
will be aided by gravity. Drainage of an ab- 
scess in the lower lobe may be greatly facilitated 
by raising the foot of the bed, but this will not 
aid the drainage of an abscess in the upper lobe. 
In these all that is necessary is to raise the pa- 
tient’s head and chest on a bed rest. Under 
medical treatment alone, at the Massachusetts 
General Hospital, it has been found that of a 
large series of patients, in which no attempt 
is made to distinguish between upper and lower 
lobe abscesses or between an acute and chronic 
condition, 75% died, 10% got entirely well and 
the remaining 15% never got well. The latter 
did not die but became chronic invalids. Where 
the abscess is situated in the upper lobe, 20% 
to 30% recovered. Lord’ reports a series of 
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227 patients of whom 25 (11%) spontaneously 
and completely recovered. Of 86? patients of 
my own, 11 recovered spontaneously (10%). 
Lockwood? reported 16 recoveries in 27 cases 
(51%). Wessler* states that 33% of all pa- 
tients with pulmonary suppuration following 
tonsillectomy recover spontaneously within 2 
months. Statistics collected by Lenhartz’ from 
three municipal hospitals in Berlin showed a 
mortality of from 60% to 100% with medical 
treatment. There is little, if any, hope of the 
patient getting entirely well by this form of 
treatment unless there is evidence of decided im- 
provement during the first eight weeks of the 
disease. 

At times there has been a wave of enthusiasm 
for the use of neo-arsphenamin in the treatment 
of pulmonary abscess and then, after a little, it 
has died down. It is difficult to feel convinced 
that in any case at the Massachusetts General 
Hospital the patient has been cured by its use. 
We believe its employment is beneficial in those 
cases in which spirochaetes have been found in 
the sputum. The foul odor of the breath and 
sputum is lessened greatly by it and some few 
patients have been, apparently, improved, but 
at the present time I know of no patient who 
has been actually cured by this treatment. 

Acute abscesses that are situated near the 
root of the lung and in which there is free 
drainage into a bronchus may be helped, or even 
cured, by pneumothorax. The cases in which 
the abscess is situated in the periphery of the 
lung and those in which there is not good drain- 
age into the bronchus will not be benefited by 
its use. In chronic cases there is no reason to 
expect any benefit from pneumothorax as in 
these cases the lung is usually adherent to the 
costal pleura in the region of the abscess so 
that that part of the lung most essential to be 
collapsed cannot be compressed. Even if there 
were no adhesions, there is so much old pneu- 
monitis and scar tissue surrounding the abscess 
cavity that pneumothorax cannot collapse it. 
In its use there is always some danger. The 
most frequent complication is an acute virulent 
empyema, probably caused by the tearing of an 
adhesion and an opening being made into the 
infected lung. In these cases, if the empyema 
is promptly recognized and operated upon, the 
patient may do very well and not only recover 
from the empyema but, if the abscess itself hap- 
pens to drain well into the pleural cavity, may 
be cured of that, too. | 

It is difficult to determine the value of bron- 
choscopy. Although in some clinics excellent 
results are reported, at the Massachusetts Gen- 
eral Hospital we have seen very few cases that 
we feel were cured by this treatment. Acute 
cases situated near the root of the lung are the 
most favorable type for this procedure, espe- 
cially if it is begun early in the disease. Those 
clinics in which all pulmonary abscesses have 
bronchoscopic treatment will naturally report a 


larger percentage of cures than the clinics in 
which only certain selected cases are treated 
in this way. Which cases were cured by the 
treatment and in which recovery would have 
been spontaneous is difficult to say. We have 
watched patients from week to week gradually 
get well. In those cases we have often thought 
that had a bronchoscopy been done, the cure 
would have been incorrectly credited to the 
bronchoscopic treatment. The abscess situated 
in the periphery of the lung or in the upper 
lobe does not seem to benefit from this treat- 
ment. Where bronchoscopy finds the lumen of 
the bronchus that leads to the abscess partially 
obstructed, and this obstruction can be dilated 
from time to time so that drainage is improved, 
a great deal of good can be accomplished. Flick® 
in 1929 reported 121 cases in which 66 (54%) 
of the patients were cured ; 16 improved (13%) ; 
no improvement in 8 (6%) ; 28 referred to sur- 
geon (23%); and 3 died (2.4%). Kernan’ in 
1928 reported 68 cases in which 31 patients 
were cured, 15 improved, 9 died, and 4 were 
still under treatment. 

It may be that crushing the phrenic nerve will 
benefit certain abscesses, especially when this 
is done very early in the course of the disease. 
When this operation is performed after consid- 
erable firm pneumonitis has formed in the neigh- 
borhood of the cavity, there is no reason to ex- 
pect any good to come from it and none does. 
Although not a large number of operations on 
the phrenic nerve have been done at the Massa- 
chusetts General Hospital for suppurative le- 
sions in the lung, yet in those in which such 
an operation has been performed, we have seen 
no benefit. 

Just when operation should be performed in 
cases of pulmonary abscess is often difficult to 
decide. If the patient is doing well, with nor- 
mal temperature, the amount of sputum decreas- 
ing, and the general condition improving, oper- 
ation should not be attempted. On the other 
hand, if the temperature is gradually increasing 
and the sputum also, with the general condition 
getting worse, operation should be resorted to. 
If the condition has existed for a period of 8 
weeks or longer with no decided improvement, 
or the general course of the disease is stationary, 
operation should be decided upon. The results 
of operation are far better when it is performed 
before the condition becomes too chronic. If 
surgery is undertaken within the first 3 or 4 
months of the disease, the result is better than 
when it is delayed for a year or more after the 
onset. In the chronic cases there are always 
more abscesses than the-large main one that is 
demonstrated by x-ray; there are always many 
smaller ones, sometimes microscopical in size, 
which often do not communicate with the main 
eavity. After draining the main cavity, the pa- 
tient will continue to cough and raise some spu- 
tum, perhaps not so much as before operation, 
and also have a foul discharging sinus. When 
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this state of affairs has existed for months it is 
discouraging to both patient and surgeon, and 
it should be remembered that a severe hemor- 
rhage may take place at any time. The abscess 
that is situated in the periphery of the lung and 
is in an area favorable for surgical approach 
and drainage is the one that does well following 
operation. An abscess should never be aspirated 
through the chest wall unless one knows that the 
lung and costal pleura are adherent in the re- 
gion through which the needle travels, and that, 
if the abscess is found and pus aspirated, imme- 
diate operation is to be carried out. It is im- 
possible to know surely whether the lung and 
pleura are adherent, so aspiration should not 
be attempted as, if lung and pleura are not 
adherent, infection of the pleural cavity will 
probably take place. Furthermore there will 
be infection in the soft parts of the chest wall, 
-a virulent phlegmon will develop, and the pa- 
tient will die. 


The results of drainage of lung abscesses have 
varied considerably in different clinies during 
the last 25 years. The kind of case that is 
presented for operation will vary greatly over a 
number of years. For a year or so the cases 
may all be peripheral, rather early, in good con- 
dition and many do well. On the other hand, 
the cases may be more deeply situated, late, 
chronic ones with multiple cavities, in poor con- 
dition, and many do badly. Tuffier® in 1897 
reported 23 cases with a mortality of 26 per 
cent. Murphy® in 1898 reported 96 cases with 
a mortality of 39 per cent. Hedblom’® in 1919 
reported 54 cases with a mortality of 23 per 
cent. Heuer' in 1931 sums up the results of 
surgical treatment by drainage as follows: ‘‘The 
mortality varies from 20 to 40 per cent.; cure 
or great improvement occurs in from 40 to 80 
per cent.’’ This coincides with our belief in 
the results following operation. 


In those cases of long standing abscess where 
the patient does not do well following drainage, 


in that they still cough and raise some sputum 
and have a draining sinus, Graham cauteriza- 
tion of the lung is often of great benefit, espe- 
cially in Graham’s hands. He reported in 
192917, 54 cases in which there was definite im- 
provement, in 36 (66.6 per cent.) moderate im- 
provement, in 2 (3.6%) slight improvement, in 
3 (5.6%) no improvement, and 7 (12.6%) 
deaths 6 (11%). 

If the operation of lobectomy was followed 
by a much lower mortality than it is, this would 
be an ideal procedure for many of these cases 
of long standing disease. Our own mortality 
has been reduced from 80 to 90% 10 years ago 
to 30% at present. 

I have recently collected from 6 surgeons 48 
cases of which only 11 have appeared in the 
literature. The rest are accounted for in per- 
sonal communications to me, and undoubtedly 
will be published in the future. Of the 48 
cases, in 8 the patient died, giving a mortality 
of 20%. From these figures one can derive 
considerable hope that before many years the 
mortality will be much lower and the operation 
can be more frequently performed. 
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BRANCHIAL CYSTS AND FISTULAE 


BY WILLIAM M. SHEDDEN, 


INTRODUCTION 


N our clinic for non-pulmonary tuberculosis 
at the Massachusetts General Hospital there 
are occasionally seen patients with branchial 
cysts or fistulae who have been referred to us 
with the diagnosis of tuberculous cervical 
adenitis. Fluid aspirated from a branchial cyst 
may resemble tuberculous pus quite closely. In 


fact, Hamilton Bailey’ reports a case in which 
the histological examination of the wall of the 
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cyst removed at the operation and the contents 
of the specimen after operation showed numer- 
ous tubercle bacilli. Bailey suggests that organ- 
isms can probably penetrate the epithelial en- 
velop from its ensheathing lymphoid covering. 
Thus it can be seen that the differential diag- 
nosis of these two conditions is, at times, exceed- 
ingly difficult. 

Many abnormalities arise in the development 
of the branchial apparatus such as, (1) super- 
numerary auricles, (2) dermoid eysts, (3) 
branchiogenetic carcinomata, (4) branchial 
eysts and fistulae. In this paper, however, I am 
limiting the discussion to the last-named. 
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NOMENCLATURE 


There exists no uniformity in the nomen- 
clature employed in describing these pathologi- 
eal entities. This is to be expected in view of 
the great transformation that the cervical re- 
gion of the body undergoes during its develop- 
ment in utero and the differences in the in- 
terpretation of these changes. 

Most of the terms used here relating to the 
embryology of ‘‘branchial’’ cysts and fistulae 
are those employed by Professor B. F. Kings- 
bury’ of Cornell, who, in turn, quotes J. Ham- 
mar and Otto Grosser. ‘‘Branchial’’ is em- 
ployed in preference to ‘‘pharyngeal’’ or ‘‘lat- 
eral cervical’’; ‘‘pouch’’ (saeceulus) is used for 
the entodermie outpocketing; while ‘‘cleft’’ 
(fissura) is employed to designate the ectoder- 
mal insinking. Each pouch, cleft, arch, ete., in 
the series is designated by number. The term 
‘‘ecomplex’’ includes the structures appearing in 
the transformation of a pouch. As the complex 
becomes separated from the pharynx, the at- 
tenuated connection is designated as ‘‘ductus’’ 
or duct. 

I feel that we must distinguish between the 
congenital fistula and the fistula that is second- 
ary to operative interference, or which has de- 
veloped as a result of infection. The former 
I have called a primary and the latter a second- 
ary fistula, for the term ‘‘congenital’’ as com- 
monly used seems to include both conditions. 
Fagge’ suggests that the term ‘‘ branchial sinus’’ 
be used for a persistent tract, opening external- 
ly, resulting from an unsuccessful operative en- 
deavor to excise a branchial cyst or fistula. If 
we were to adopt this usage, the words ‘‘in- 
complete’’ or ‘‘complete’’ as modifying the de- 
scription of a fistula would be unnecessary as 
the term ‘‘fistula’’ in itself presupposes a tube 
leading from the body surface into a hollow or- 
gan or from one hollow organ to another. How- 
ever, to avoid confusion I have in this paper 
employed the usual term ‘‘incomplete fistula’’ 
to deseribe a blind tube leading from the surface 
of the body or of the pharynx. 


METHODS AND MATERIAL 


This study is based upon the case histories 
of the patients entering the Massachusetts Gen- 
eral Hospital with the diagnosis of ‘‘branchial 
eyst’’ or ‘‘branchial fistula’’, and is supple- 
mented by the five histories which were placed 
at my disposal from the practice of Dr. Richard 
H. Miller, who suggested this study and whose 
generous assistance I am glad to acknowledge. 
My studies were further aided by Professor J. 
L. Bremer of the Department of Embryology of 
Harvard Medical School. 


HISTORICAL 


Cervical fistulae were first reported by Hun- 
eyowski in 1789. Congenital cervical fistulae 


were described by Dzondi in 1829. Ascherson 
in 1832 differentiated lateral cervical and mid- 
line apparatus of the fetus. In 1835 Rathke de- 
scribed branchial clefts in mammalian embryos. 
Lateral cervical cysts were placed on an em- 
bryological basis as being of branchial origin by 
Rosen in 1859. These cysts and fistulae were 
attributed to thymic origin by Wenglowski* 
in 1912. 

One of the most attractive features of any 
study of the branchial pouches and elefts is 
their ancestral character. Several writers on 
this subject have quoted Crile’s conception of 
man as being ‘‘but a giant ameba, slowly creep- 
ing up the sides of time’’, but the present-day 
attitude is inclined to be one of scepticism as 
to the so-called vestigial organs. Sedgwick’, for 
example, issued the following challenge: ‘‘ Did 
the pharyngeal arches and clefts of mammalian 
embryos ever discharge a branchial function in 
an adult ancestor of the mammalia? That they 
are homologous with the ‘gill-arches’ and ‘gill- 
clefts’ it is true; but there is no evidence to 
show that they ever discharged a branchial funce- 
tion.’’ 

Kranichfeld® contends that the embryonic 
pharynx is not a ‘‘vestigial’’ structure but pos- 
sesses throughout a function correlated with 
the embryo’s nutrition (metabolism) and hence 
it is to be expected that glands having impor- 
tant metabolic functions should develop from it, 
since their function is but a continuation of a 
primary one possessed by the entire pharyngeal 
epithelium. 

In diseussing lateral cervical cysts, Frazer’ 
objects to the use of the word branchial as he 
says ‘‘they have nothing to do with branchiae 
and in many cases are outside the region which 
might be homologized with the pharyngeal 
arches that carry the gills in the lowest verte- 
brates’’. 

It is not within the scope of this paper to 
enter into a further discussion of the biogenetic 
law. Kingsbury’ feels that, though it has not 
afforded much in the way of explanation of 
biological facts, yet it stands for fact and is it- 
self subject to explanation. He states further 
that the pharynx of mammals (and man) de- 
parts widely from the primitive conditions and 
relations that the region must have presented 
in the vertebrate ancestor. 


THE BRANCHIAL ARCHES 


As described in Keibel and Mall’s Embryol- 
ogy, the average 18 day old embryo has only 
two branchial arches and as many furrows. 
There is also mentioned an embryo 24 days old 
with the third and fourth branchial arches eas- 
ily seen. 

By the fourth week of fetal life the human 
pharynx resembles that of a fish. The bran- 
chial or visceral arches are described as four, 
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five or six in number, according to whether 
they are considered as true arches, for only the 
first four are visible externally. Whitacre® be- 
lieves that these arches are formed by a cir- 
cular segmentation of the mesoblast. 

According to Klingenstein and Colp®, the 
first arch forms the side portion of the upper 
lip, the upper jaw, and lower jaw and the body 
of the tongue. The second forms the body of 
the hyoid bone, its lateral attachments, and 
those muscles and ligaments which are attached 
to the styloid process, in addition to the anterior 
part of the root of the tongue and the palato- 
glossal arch. The third develops the greater 
horns of the hyoid, the posterior part of the root 
of the tongue, the palatopharyngeal arch and 
its muscles. The fourth, and possibly a fifth 
and sixth, take their part in the development of 
the soft parts in the region of the horns of 
the hyoid. 

The lateral pouches, or outpocketings of fore- 
gut between the arches, are lined with entoderm 
and pass outward between the arches to meet 
the corresponding indentations, the branchial 
clefts, which are lined with ectoderm. Many 
embryologists believe that the persistence of 
these pouches or clefts may form a blind inter- 
nal or external pocket and that a breaking 
through of the separating wall may form a free 
communication between the skin surface of the 
neck and the throat, i.e., a branchial fistula. 
This theory differs quite radically from that of 
et ata whose conclusions will be found 

low. 

The rudiments of the pharyngeal pouches ap- 
pear in succession. They grow out from the 
anterolateral part of the embryonic pharynx 
laterally and dorsally. Normally, mesoblast 
grows in again between the ectoderm and ento- 
derm. This fact and the fact that the branchial 
arches approximate each other as they grow 
narrow the clefts so that they finally disappear. 
From their mode of appearance—each pouch 
following in development the one cephalad of it 
and therefore lagging behind it in extent and 
size—the first and second (i.e., the more cephalic 
pouches and arches) tend to overlap the more 
slowly growing caudally located pouches and 
arches, with the result that these latter arches 
and pouches appear to sink into a depression. 
In this way the precervical sinus, which was 
first described by His, is formed. At first a 
distinct pocket appears with the third and 
fourth (and possibly, fifth) arches at the base 
of the depression. Later the operculated edge 
(that is the lower border of the second arch) 
fuses with the lateral wall of the neck and with 


the thoracic wall, thus providing all that is nec- 
essary for the production of tumors and cysts. 

The second, third, and fourth clefts open into 
the precervical sinus and it is apparent that a 
failure in their closure would result in a tract 
leading from the throat into the above-men- 
tioned vesicle or pit and that this condition, 
plus a failure of the precervical sinus to close 
at the body surface, would result in a complete 
branchial fistula. 

Klingenstein® and others feel that undoubt- 
edly some of the strands of epithelial tissue 
lying free in the mesenchyme become pinched 
off from the branchial clefts, for the arches 
are covered and the clefts are lined with strati- 
fied epithelium. . 

Wenglowski‘, in 1912, presented evidence that 
the entire branchiogenetic system and its pos- 
sible rests may be limited to an area bounded 
above the lower jaw and below by the hyoid 
with its processes. Wenglowski’s conclusions 
are the result of five years’ work, studying 
seventy-five embryos (ranging from two to 
forty-nine millimeters) and two hundred and six 
cadavers (one hundred and forty-seven of them 
being those of children). He accounts for cysts 
and sinuses occurring along the mesial border 
of the sternomastoid muscle, ranging from the 
thyroid cartilage to the suprasternal notch, as 
abnormalities occurring in the development of 
the so-called ‘‘thymicopharyngeal’’ duct rather 
than from remnants or malformations of the 
branchial clefts. This ‘‘thymicopharyngeal’’ 
duct arises from the third pharyngeal pouch. — 

Wenglowski’s paper has aroused considerable 
interest among those studying lateral cervical 
cysts and fistulae. Christopher’® goes so as 
to say that Wenglowski’s contribution to the 
etiology of such cysts and fistulae has ‘‘com- 
pelled us to forsake completely the branchio- 
genic theory of orgin’’. Professors Bremer of 
Harvard, Kingsbury of Cornell, and others, 
however, disagree quite definitely with this 
statement. 

Until Wenglowski’s contribution to the study 
of the origin of branchial cysts, repeated obser- 
vations and embryological contributions had 
served to strengthen the hypothesis that lateral 
cervical fistulae resulted from the breaking 
through of the closing plate and possibly: also 
the incomplete closure of a branchial cleft. At 
Professor Bremer’s suggestion I have asked Pro- 
fessor Kingsbury to comment on Wenglowski’s 
teachings and have placed his comments:in a 
column parallel to one in which are Wangne: 
ski’s conclusions, as follows : 


t 
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(1) There develop im man five to six branchial 
arches and as many clefts. These are not open. 


(2) The neck sinus—sinus cervicalis—is built by 
the approximation of the lateral borders of the 
neck, breast and under border of the third arch 
and not the second, as His contended. 


(3) The branchial apparatus lies from front to 
back, not from above downwards as has been here- 
tofore taught. Its inferior border and the inferior 
border of that part which arises from it, are made 
by the line which passes through the inferior bor- 
der of the hyoid bone 


(4) The branchial apparatus cannot leave rem- 
nants in the neck below the hyoid. 


(5) The thymus originates from the third pouch 
in the form of a long canal running obliquely from 
the lateral pharyngeal wall to the sternum where 
the characteristic thymus substance begins to de- 
velop. 


(6) The thymic duct usually disappears partly or 
entirely. Occasionally the entire duct or one of 
its parts may persist. 


(7) The vestiges of the thymic duct change into a 
lateral cervical fistula or cyst. If the entire duct 
persists, a complete fistula will result; when only 
part of it, an incomplete one. 


(8) The anatomical situation of the lateral fistulae 
corresponds very closely with the course of the 
thymic duct. 


(9) The lateral thyroid lobes have also a short 
canal which disappears early. By analogy with the 
thymic duct one can consider that this canal may 
also persist and form fistulae and cysts. 


(1) In man only four clefts normally develop. In 
five mm. embryos Elze and I have detected a slight 
fifth cleft, but I doubt if it is often present. The 
second groove probably normally opens only to 
close again immediately. 


(2) At the time branchial clefts are present, there 
is no neck or breast present. These are clearly 
pon by growth, ventrally, of the more dorsal 
mater 


(3) The branchial apparatus lies from front to 
back but this is due to (a) the great growth of the 
dorsal part of the head which bends it downward. 
(b) lack of a definite neck. Later when as a 
result of growth ventrally a neck is established, 
the head is raised but in the meantime the bran- 
chial region as such has disappeared. The sites, 
however, of the four fundamental branchial 
pouches are strung down the pharynx from the 
opening of the eustachian tube to the sinus pyri- 
formis. The interpretation that the seeming ven- 
tral-dorsal sequence is perpetuated in the adult is 
wrong. 


(4) Vestiges are certainly not found only above 
the hyoid and the branchial apparatus certainly 
leaves remnants in the neck below the hyoid. 


(5) This is correct. The lower end (of the long 
canal) however, is always close to the pericardium 
and retains that relation in the descent of the 
heart so that the thymus as we know it develops 
within the thorax. 


(6) This 1s substantially correct. I imagine that 
occasionally the outline of the thymus canal be- 
comes thymus tissue. 


(7) I am not sure what is meant by thymic duct. 
As regards the complete fistula, certainly the cer- 
vical thymus cord and included portion of the cer- 
vical sinus would be involved. I imagine that a 
persisting cervical vesicle is a frequent cause of 
cervical cysts. This would lie in the general re- 
gion of the larynx and would be very close to 
the ganglion nodosum. 


(8) No comment. 


(9) This statement is essentially correct. 


The thymic canal as described by Wenglow- 
ski is at first horizontal, running from the 
lateral pharyngeal wall between the third and 
fourth arches, but it soon bends at right angles, 
crosses mesially and anteriorly and then runs 
downward, lying lateral to the upper part of the 
thyroid gland, its lower end gradually sinking 
toward the mediastinum. It is lined with strati- 
fied epithelium, and here and there with ciliated 
cells. Later the upper portion of the canal be- 
gins to regress as the lower end sinks into the 
superior mediastinum. 

He describes the canal as running from the 
palatopharyngeal area sharply across the space 
between the ear and the angle of the jaw, hence 
mesially and ventrally along the dorsolateral 
boundary of the thyroid and the mesial border 
of the sternomastoid to the sternum. 


Thymic rests, he says, occur occasionally in 
the region of the pharynx in the embryo varying 
in age from 2-3 months. These are quite com- 
mon, dorsal to the lateral lobes of the thyroid 
and especially below. Their structure is fairly 
typical—a center lined with ciliated or strati- 
fied epithelium; the nearer the rest is to the 
pharynx, the more is ciliated epithelium apt to 
be present, the nearer to the ectoderm or body 
surface, the more likely is the epithelium to be 
columnar or squamous. Beyond the lining 
epithelium there is a layer of epithelioid cells 
resembling lymphoid cells. 

The difference between lateral and median 
fistulae is a marked one, so far as their his- 
tology is concerned. The median (thyroglossal) 
fistulae are built from rests derived indirectly 
from the median thyroid anlage and never pos- 
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sess an actual lumen, while the lateral (bran-| from the second branchial cleft. They lie an- 


chial) fistulae are derived from the remains 
of the thymie canal itself either in part or en- 
tirely. Wenglowski feels that the presence of 
lymphoid tissue in appreciable amounts is an- 
other proof of their thymic origin. He further 
states that the median anlage of the thyroid 
never forms a complete median fistula, but the 
thymie anlage may form a complete lateral 
fistula. 
FIRST POUCH AND CLEFT 


Kingsbury states that the first, or hyomandib- 
ular pouch develops into the middle ear and 
eustachian tube, and were it not for the mem- 
brana tympani, there would be here a complete 
fistula. 

SECOND POUCH AND CLEFT 


Of the branchial pouches that appear in the 
development of the embryonic pharynx of man, 
Kingsbury feels that the second alone possesses 
rather negative characteristics. While those 
pouches caudad of it have interesting deriva- 
tives—thymus, parathyroids, ete.—the second 
pouch leaves no clear and characteristic record 
in the bodily structure, save perhaps, the pala- 
tine tonsils, which appear to mark its entoder- 
mal site and to whose appearance this branchial 
pocket may possibly bear some causal relation. 
The inner opening of the second cleft is always 
in the region of the tonsil and usually in the 
supratonsillar fossa. In this connection it is 
interesting to note Kramer’s™ report of a cer- 
vieal fistula which appeared following a ton- 
sillectomy. The situations where branchial 
fistulae can impinge on the tonsil are: 


1. Fossa supra-tonsillaris. 

2. Immediately above the curve of the su- 

perior laryngeal nerve. 

3. In the sinus pyriformis (of third pouch 

origin). 

In a 9.4 mm. embryo the ductus branchialis 
II has become quite prolonged, and the cervical 
sinus has deepened and narrowed. By further 
growth in the 10 mm. embryo the precervical 
vesicle and ductus branchialis II communicate 
with the exterior through a common tubular 
opening. In embryos a little larger than 13 mm. 
the connection of the indrawn ectoderm, the duc- 
tus branchialis II, and the precervical sinus be- 
comes speedily severed and for some time the 
upper portion of the ductus persists as a dwindl- 
ing vesicle. 

The blind end of an incomplete external fistula 
may be a continuation of the vestigial remains 
of the ectoderm of the precervical sinus. If 
both internal and external openings are lack- 
ing and the precervical sinus has not completely 
disappeared, a branchial cyst will result. 

According to most observers, the great 


majority of branchial cysts and fistulae arise 


terior to the sternomastoid muscle, and may 
occur at any point from the external ear 
to the hyoid bone. 
epidermis, their contents are often sebaceous 
and they may contain hair (i.e., branchial 
dermoids). Some are lined with cylindrical 
epithelium and usually have mucoid contents; 
others have both squamous and columnar 
epithelium; while still another group has cili- 
ated cells lining the wall. The ectodermal de- 
rivatives of the clefts might be expected to show 
a stratified cell lining and the ciliated and eo- 
lumnar celled layer would probably exist in any 
entodermal prolongation. The structures sur- 
rounding the sacs of these cysts usually contain 
abundant lymphoid tissue, except in the der- 
moid group. 

As is to be expected from its origin, the in- 
ternal opening of a complete primary cervical 
fistula is usually in the supratonsillar fossa. 
There is always a depression behind the upper 
end of this groove in intimate contact with the 
glossopharyngeal nerve, and this nerve is iden- 
tified with the third arch. 

The external orifice of a primary complete 
fistula may be at varying levels, but it is usually 
in the anterior cervical region and is never above 
the hyoid bone or digastric muscle. The fa- 
vorite site is just above the sternoclavicular 
articulation. 

THIRD POUCH AND CLEFT 


As the embryo develops, the third pouch fol- 
lows its movement—the epithelial tube which 
represents it becomes more ventral in position— 
the material from the pouches of the two sides 
finally meeting upon the ventral side of the vas- 
cular tunnel, where cephalad of the pericardium 
in the anterior mediastinum lies the thymus an- 
lage. As this thymus complex as a whole moves 
down, the growth of the third pouch does not. 
keep pace with it, so that the epithelium be- 
comes drawn into a tube or cord and broken. 
The proximal end (of a fistula) of the third 
pouch is the pyriform fossa. 

Favoring the theory that some branchial 
fistulae arise from the third pouch is the fact 
that the inner opening of certain fistulae is oc- 
easionally behind the arcus palatoglossus (or 
palatine arch) and below the tonsillar fossa. 
This fact strengthens Wenglowski’s theory that 
‘‘branchial’’ or ‘‘lateral cervical’’ fistulae may 
arise from the thymicopharyngeal duct, for the 
thymus anlage is in a diverticulum of the third 
and fourth pouches. Lipschutz'* states that 
typical thymus tissue is frequently found in 
‘‘lateral cervical fistulae’’. 


FOURTH POUCH AND CLEFT 


Growth continuing after the establishment of 
the fourth pouch, the entodermal site of which 
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is the lower end of the pharynx, there is formed 
the so-called ultima branchial body, which has 
been considered as possibly a fifth pouch. 

There is a broad communication, in embryos 
up to 10-15 mm., of complex IV with the 
pharynx and there is also a connection with the 
precervical sinus (ductus branchialis IV). 

Depressions behind the upper ends of the 
third and fourth clefts are in close relation 
to the vagus. An interesting clinical observa- 
tion has been made by Lilienthal" that cervical 
fistulae are often found in contact with this 
nerve. Thomson‘! reported a branchial cyst as- 
sociated with huskiness of the voice. The 
dysphonia disappeared on removal of the sac, 
whieh ruptured into the pharynx before opera- 
tion and drained a jelly-like substance. The pa- 
tient had also complained of pain just below the 
lobe of the ear and under the shoulder on the 
same side as the tumor. 


RELATION OF BRANCHIAL POUCHES AND CLEFTS TO 
CERVICAL ARTERIES 


In the human embryo the ventral aorta gives 
off arches which pass dorsally up each side to join 
the dorsal aorta. There is an aortic arch to each 
visceral arch. A fistula of the second cleft is 
found to run between the first and second aortic 
arches (which later become the external and in- 
ternal carotids). The common carotid develops 
in conjuncfion with the third branchial arch. A 
fistula of the third cleft lies between the common 
earotid and the vagus, as well as between the 
glossopharyngeal, which is always identified with 
the third arch, and the superior laryngeal nerves, 
which accompanies the fourth arch. fistula of 
the fourth cleft would bend around the innomi- 
nate ‘artery on the right and arch of the 
aorta ‘on the left. Any departure from this ar- 
rangement is not possible 7f the vessels are nor- 
mal. The precervieal sinus is superficial to the 
earotid vessels and its opening is in front of 
the sternomastoid at a low level in the neck. 


CLINICAL CONSIDERATIONS CONCERNING 
BRANCHIOGENETIC FISTULAE 

Wyllis Andrews describes branchial fistulae as 
being of three distinct types: (1) complete 
branchial fistulae with outer and inner openings ; 
(2) incomplete external fistulae with outer open- 
ings only; (3) incomplete internal fistulae with 
inner openings only. (This defect is apparently 
rare. Douglas’® reports a case of a man who 
could close his mouth and nostrils and force air 
into his neck, and when pressure on the neck 
was exerted, air escaped into the pharynx.) 
The complete fistula represents the prototype and 
the others, the variants. 

The primary incomplete external fistula usu- 
ally has an opening on a line parallel to and 
overlying the anterior border of the sternomas- 
toid, often between the thyroid and the sterno- 
elavieular articulation. It may close for days, 
weeks or even years. The rising of the fistula 


with deglutition is sometimes seen. 


In an effort to trace the course of these fistulae 
various colored fluids, such as methylene blue, 
have been injected into them. They have been 
x-rayed following the injection of barium, bis- 
muth in oil or lipiodol. Molten paraffin has 
been employed, which, when hardened in the fis- 
tula, made a good method of locating the tract. 


TOPOGRAPHY 


A fistula of the second branchial pouch or 
cleft, the most common, is covered with skin, 
superficial fascia, platysma and the superficial . 
layer of the deep fascia of the neck. It courses 
along the medial border of the sternomastoid to 
the greater cornu of the hyoid. Thence it passes 
superficial to the common carotid, over the ear- 
otid bifurcation and between the internal and 
external carotid arteries and ventral to the 
ninth and tenth cranial nerves. It is often in 
close relationship with the internal jugular vein. 
At the level of the greater cornu of the hyoid, 
the fistula takes a turn medially and dorsally 
and thus, at this point, probing is often blocked. 
Passing beneath the digastric, it enters the lower 
pharynx or posterior palatine arch near the ton- 
sil. In its course it runs near the ninth and 
twelfth nerves. 


TREATMENT OF CERVICAL FISTULAE 


With the idea of destroying the lining of the 
fistulous tract, numerous substances have been 
injected into them. TIodin, alcohol, caustie pot- 
ash, trichloracetic acid, mercuric nitrate, and 
croton oil have been employed. More than once 
these substances have passed into the patients’ 
throats and a fatal outcome resulted therefrom. 
Electrolytic destruction was tried as early as 
1865 by Lefort, and Lichwitz reported a case 
cured by this method. Chevers’® passed a piece 
of silkworm-gut dipped in croton oil into the 
fistula and later employed galvanocautery. Elee- 
trocautery has been successfully used. 

Hofer" treats the tract with diathermy (elec- 
trocoagulation). He inserts a fine electrode into 
the fistula, the cauterizing current is turned on 
and the epithelium destroyed. He reports seven 
cases successfully treated by this method. 

In 1891 Sachs first suggested extirpation and 
it is the consensus of opinion among surgeons to- 
day that radical extirpation is the most effective 
therapy. 

Various surgical procedures have been em- 
ployed in the excision of lateral cervical fistulae 
and no one operation can be recommended to the - 
exclusion of others. The technique consists pri- 
marily in following the fistulous passage so far 
as possible. 

von Hacker passes a probe bearing a piece of 
ligature through its eye via the fistula into the 
patient’s mouth. After the ligature is fastened 
to the dissected external end of the fistula, the 
tract is inverted into the pharynx. Here the 
fistula is ligated and cut off short. 

K6énig'® has devised an operation for ad- 
herent fistulae. By his technie the duct is dis- 
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sected out toward the pharynx so far as possi- 
ble and then, incising the mucous membrane of 
the pharynx, the stump is drawn into the throat, 
so that both ends of the tract are within the 
pharynx. 


CLINICAL CONSIDERATIONS CONCERNING BRANCHIAL 
CYSTS 


Branchial cysts oceupy a very constant ana- 
tomical position. They lie in relationship with 
the deep surface of the upper half of the sterno- 
mastoid and nearly always protrude around the 
anterior border of this muscle. Most commonly 
the center is opposite the greater cornu of the 
hyoid bone. 

The type of epithelium and character of the 
cyst contents many times indicate whether the 
origin was in the cervical sinus, or in the bran- 
chial pouch, or in both. If it is lined with 
stratified epithelium and is filled with an opaque 
fluid—often mixed with pus—it is likely to have 
arisen from the cervical sinus. If, on the other 
hand, it is lined with columnar or ciliated epithe- 
lium and is filled with a glassy mucus, it prob- 
ably had its genesis in a branchial pouch. This 
latter type seldom gives symptoms. 

In some cases a process of differentiation in 
the squamous epithelial layer has produced 
prickle cells, a horny layer, and a sort of papil- 
lary arrangement. Sebaceous glands, sweat 
glands, and hair have been found (i.e., dermoid 


cysts). 

Hamilton Bailey’ feels that the finding of 
cholesterol crystals in the aspirated fluid makes 
the diagnosis certain. Of eight branchial cysts 
aspirated by him only one failed to show choles- 
terol. This patient had had the cyst aspirated 
previously and injected with glycerol, which 
dissolves cholesterol. In a series of cases to 
be described below, cholesterol crystals were 
found in three cysts during histological exami- 
nation. 

Bailey divides the cysts into four groups: 


1. Those lying just beneath the skin. 

2. Those extending to and attached to the in- 
ternal jugular. 

3. Those passing between and straddling the bi- 
fureation of the common carotid. 

4. Those of the mucous or columnar celled type 
lying entirely posterior to the common car- 
otid next to the pharynx. 


He has made a rather interesting clinical com- 


parison between the branchial cyst and the pri-|. 


mary branchial fistula, as follows: 


RESUME OF CASES OF ‘‘BRANCHIAL’’ CYSTS AND 
FISTULAE AT THE MASSACHUSETTS GENERAL 
HOSPITAL 


From the year 1873 through the year 1928, 
ninety-five cases are recorded under the above 
diagnoses. Of these the following had to be 
excluded: six cases because no operative proce- 
dure had been carried out; nineteen because 
there was no pathological report (pathological 
reports did not appear in the records of these 
cases till 1886) ; and twenty-four more because 
the pathological report was unsatisfactory. (To 
be acceptable it was felt that the report should 
describe a cyst or fistula lined with stratified 
squamous or columnar epithelium. The lining 
might also contain ciliated epithelium.) Thus 
forty-six remained for study. To this group 
were added five from the practice of Dr. Miller, 
making a total of fifty-one. 


AGE 


As can be seen in Table 1 these cysts and fis- 
tulae appear more commonly in the second dec- 
ade of life. Over one-third of the cases fell into 
this group. If we add the cases in the third 
decade of life we find that the total comprises 
two-thirds of all the cases studied. Males are 
seen to be affected as frequently as females. 


TABLE 1 
AGE 
Age No. of Cases Percentage 
1-10 4 8% 
11-20 19 37% 
21-30 15 29% 
31-40 6 11% 
41-50 4 8% 
51-60 1 2% 
61-70 2 4% 
10 or under 4 8% 
1-30 34 66% 
31-50 10 19% 
51-70 3 6% 
Youngest 1 yr. 6 mos 
Oldest 68 yrs. 
Average 25 yrs. 8 mos 
Females 26 
Males 25 


It may be noted in Table 2 that a relatively 
long period elapsed between the time when the 


Fistula 
. Present at birth. 
. Situated in lower third of neck. 
. May have a lining of ciliated epithelium. 


. Exudes clear mucus. 


Cyst 
. Appears in early adult life 
. Situated in upper third. 


. Is lined with stratified squamous epithelium 
commonly not ciliated or columnar. 


. Generally contains an opaque fluid. ‘Trauma 


or changes in the capillaries of the cyst may 
cause blood-staining of the cyst contents or clots 
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patient first noticed a cervical abnormality and 


the time when we saw the patient. There are 
two obvious reasons for this: first, that the 
tumor or fistula is very slow in developing; and 
secondly, that it usually gives but little in the 
way of symptoms, save when secondarily in- 
flamed, and even then there is often only slight 
disturbance. In our series the average patient 
allowed the process to develop for almost three 
years before coming to the clinic. 


TABLE 2 

DURATION 
Shortest Duration 2 months 
Longest : 20 years 
Average i 34 months 


In almost one-half of the cases (see Table 3) 
the tumor grew slowly larger, apparently giv- 
ing very little inconvenience. This is, of course, 
also characteristic of tuberculous glands. To 
confuse the differential diagnosis still further, 
fourteen per cent. of these tumors drained in- 
termittently either following a spontaneous 
breaking down or after surgical interference. 
In the intervals between drainage, however, the 
branchial fistulae tend to heal cleanly, in con- 
tradistinction to the tuberculous lesion, which is 
apt to leave an ugly irregular scar, often cov- 
ered with a crust. 

In some instances, the patient reported that 
the tumor had grown for a time and then re- 
ceded. This tendency is not uncommon in either 
of the pathological conditions above mentioned. 
Often the increase is due to superadded acute or 
subacute inflammation and when this quiets 
down, the tumor recedes. In one of our cases, 
for instance, it was noted that the tumor de- 
creased after a tonsillectomy. In two instances, 
the tumor was described as having steadily be- 
come smaller. Probably in these latter cases it 
took some time for the inflammatory process to 
quiet down, leaving a relatively small branchial 
eyst. The reverse of this process probably took 
place in the case of the branchial cyst that was 
described as growing rapidly. 


TABLE 3 
COURSE OF DISEASE 


Course of Disease No. of Cases Percentage 


Slow increase in size 23 45% 
Intermittent drainage 
postoperative 7 13% 
spontaneous 5 10% 
Alternating increase and 
decrease in size 7 13% 
Decrease 2 4% 
Sudden appearance and 
then no change 5 10% 
Rapid growth 1 2% 
No mention 1 2% 


Occasionally there is coincidental lymph node 
or other tuberculosis. We, therefore, investigat- 
ed the question of a tuberculous background, 
and included Table 4, which shows familial tu- 
berculosis in only one instance. 

In examining the family history and follow- 
up letters, we found no instance of familial de- 
formities, though one observer has reported five 
branchial abnormalities in one family and an- 
other the occurrence of the same condition in 
brothers. 

One of the patients reported in this series had 
an accessory cartilage of the left ear and a dim- 
ple in the anterior portion of the anthelix. 


TABLE 4 
FAMILY HIsToryY 
Negative 43 84% 
Member of immediate family 
has tuberculosis. 1 2% 
No mention 8 15% 


As might be expected, there is nothing in the 
patient’s past history that will give us a lead 
toward a diagnosis. It can be seen in Table 5 
that only one case is reported where the patient 
was in previous poor health. 


TABLE 5 
PREVIOUS HEALTH 
Good 38 74% 
Fair 5 10% 
Poor 1 2% 
Negative 4 8% 
No mention 3 6% 
Comment 


One patient was in apparently good health but had 
toxic thyroid signs coincident with present illness. 

Another lost twenty pounds in two years from 
other causes. 


As to the foci of secondary inflammation, I 
feel, judging from Table 6, that the teeth were 
probably not a large factor as in only 6% were 
they considered bad. This percentage of bad 
teeth is about that among patients of the hospital 
type entering for other conditions than branchial 
cysts. 


TABLE 6 
TEETH 
Good 22 43% 
Fair 3 6% 
Poor 3 6% 
No mention 23 45% 


A more probable source of the inflammation is 
the tonsils. Table 7 shows that 12% had had 


previous sore throats and in one-fourth of the 
cases it was thought necessary to do a tonsillec- 
tomy. 
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TABLE 7 
TONSILS 
Sore-throat or tonsillitis 6 12% 
Tonsillectomy 13 25% 
Enlarged 4 8% 
Negative 5 10% 
No mention 23 45% 


There seems to have been little evidence of 
focus of infection in the respiratory tract. There 
is a story of cough, to be true, in four cases but 
there 4 no mention of it as being chronic. (Ta- 
ble 8. 


TABLE 8 
None 26 51% 
Present 4 8% 
No mention 21 41% 


Whitacre® feels that cough occurring with 
branchial fistulae may be due to irritation of 
fibers of the vagus nerve. The superior laryn- 
geal branch of this nerve runs close to the fourth 
arch and the vagus itself passes behind this arch 
to descend into the thorax. Irritation of the 
vagus, he feels, could be caused by such factors 
as inflammation, or overdistention or instrumen- 
tation of a fistula, and it is possible that the 
presence of a branchial cyst could do the same. 
He has noted the following symptoms following 
the probing of the tract : cough, hoarseness, pulse 
changes, pallor, sweating, faintness and gastro- 
intestinal symptoms. 

He reports the case of a boy with a branchial 
fistula and the history of an unproductive cough 
for two years. The tract was found adherent to 
the vagus and after its excision the cough 


TABLE 9 
LUNGS 

Negative 44 86% 

Suspicious 5 10% 

No mention 2 4% 

Of the five suspicious cases: No. of Cases 

Jerky breathing on left side front 1 
Right apex slightly duller than left 1 


Occasional crackling rale with accen- 
tuated breath sound over both apices 1 
Right apex back slightly dull, breath 
sounds harsh and somewhat louder 
on lett. 
Tactile and vocal fremitus increased. 
No rales 
Moist rales scattered throughout both 
lungs 


stopped promptly and had not recurred after a 
two and one-half year follow-up. 

Dzondi attributed hoarseness and cough in one 
of his cases to a communication of the tract 
with the trachea. But it is now known that this 
communication does not occur as the respiratory 
bud comes off below the branchial apparatus. 


Huizinga’® produced cough by inserting a 
probe for a short distance into a sinus which 
opened at the anterior border of the sterno- 
mastoid. Insertion of a thick hair into the tract 
eaused hoarseness, which disappeared on with- 
drawal of the hair. Fevrier, by probing a bran- 
chial fistula and by pinching the tract, caused 
pallor, sweating and an intermittent pulse. 
Douin produced nausea by probing. With a 
complete fistula, of course, probing might cause 
the discharge of material into the throat with a 
resultant cough. 

A glance at Table 9 will show that the lungs 
ean be ruled out as a source of secondary infee- 
tion. 

It would appear from Table 10 as though 
10% of the patients had lost weight, but fur- 
ther analysis showed this to be probably a fal- 
lacy. One patient lost ten pounds but was on a 
diet and still obese, a second lost five pounds but 
was reported as ‘‘fat and healthy’’, two more 
were described as having lost weight but were 
also depicted as being well nourished and 
healthy appearing and the fifth lost eleven 
pounds in four months but was said to be at- 
tending school every day. The fact that the pa- 
tient holds his or her weight might be used as a 
point in differential diagnosis between branchial 
cyst and neoplasm but, of course, it does not 
help us in differentiating the cyst and a tuber- 
culous mass, as the patients with the latter con- 
dition do not characteristically lose weight. 


TABLE 10 
CHANGE IN WEIGHT 
Loss 5 10% 
No Change 18 35% 
Gaining 1 2% 
“Overweight” 3 6% 
No mention 24 47% 


The patients who came to our clinie were with 
rare exceptions healthy in appearance. Table 11 
will show that in this series only two were de- 
scribed as being thin or emaciated. 


TABLE 11 
GENERAL APPEARANCE 
Well nourished 40 78% 
(Of these three described as obese) 
Fairly well nourished 5 10% 
Thin 1 2% 
Emaciated 1 2% 
No mention 4 8% 


About one-third of our series had some pain 
(see Table 12). There is no mention, save in 
three instances, as to the degree of pain. In 
these three cases the discomfort was slight. 
When the patient had pain, it was always inter- 
mittent and in one ease occurred only when the 
eyst refilled after drainage. Almost invariably 
pain oceurred when the tumor was inflamed and 
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it was this pain, apparently, rather than the 
size of the mass itself that brought the patient 
to the doctor. 


TABLE 12 
PAIN 
None 


No mention 
Present 16 


Analysis of the 16 cases in which pain was 
present 


Intermittent 
No mention 
Slight 
No mention 


Local 

Other than local 
Pain other than local 

Earache 


No mention 
Frontal 
“In Throat” 
Side of face and down neck 


1 
1 
1 
1 


Fevrier reports the case of a patient develop- 
ing pain in the ear following the injection of a 
quinine solution into a branchial fistula. This 
was probably a referred impulse along the auric- 
ular sensory branch of the vagus. 

There were 42 cysts and 9 fistulae in our se- 
ries (see Table 13). All but two of the fistulae 
had a single external orifice and in only one in- 
stance was the fistula bilateral. 

Of the fistulae, only four were, apparently, 
primary, the others having evidently resulted 
from the drainage of branchial cysts, and of 
these primary fistulae none were complete. 
Three extended only a short distance and were 


TABLE 13 
LocaAL EXAMINATION 


Cysts—42 cases 


Side: right 23 55% 
left 17 40% 
no mention 2 5% 


Location: high in neck (above 


thyroid cartilage) 20 48% 
mid 8 19% 
low (supraclavicular ) 3 7% 
no mention 11 26% 
Fistulae—9 cases 
Side: right 2 22% 
left 2 22% 
bilateral 1 11% 
no mention 4 44% 
Single opening 7 78% 
Multiple opening 2 22% 


relatively easily excised; the fourth was fol- 
lowed from anterior border of the lower third 
of the sternomastoid to the tip of the styloid, 
where it ‘‘appeared to enter the pharynx’’ as a 


fibrous cord. It was cut across at the level of the 


styloid. It was described as coursing anterior 
to the carotid sheath and then lying ‘‘anterior 
to the internal carotid’’. A year and a half 
after operation there was a well-healed sear. The 
pathological report described ‘‘a filamentous 
cord 6.7 em. long and about the diameter of the 
appendix’’. It contained ‘‘a small sinus in its 
center lined by columnar epithelium whose walls 
are rich in lymphoid ecells’’. This fistula had 
been present since the age of 4 months (i.e., 36 
years) but did not bother the patient till five 
months before admission. 

In about one-fourth of our cases (Table 13) 
the tumor was described as being firm. Sec- 
ondary inflammation is often responsible for 
this, causing the cyst wall to become thickened 
and indurated and the sensation of fluctuation 
to disappear. This change may be so marked 
that the tumor may even resemble neoplasm. In 
fact one of our patients had had fifteen x-ray 
treatments before coming to the clinic, the doc- 
tor presumably thinking he was dealing with a 
malignant mass. As the inflammation proceeds, 
the tumor may again soften, then become red- 
dened and tender and may have very much the 
appearance of a broken down tuberculous mass. 
Tenderness was present in about one-fifth of our 
cases but erythema in only three instances. 


TABLE 14 
(Cysts) 
Consistency: soft 16 38% ° 
firm 11 26% 
fluctuant 2 5% 
no mention 13 30% 
Tenderness: present 8 19% 
absent 25 59% 
temporary 1 2% 
no mention s 19% 
Erythema: present 3 7% 
absent 32 76% 
no mention q 17% 


It was stated above that the tumor does not 


disturb the patient very much unless some other 


factor such as pain enters and indeed about two- 
thirds of the patients did not come into the 
elinie until the tumor was distinetly large, in 


TABLE 15 
S1zE oF Cysts 
Cysts described as the size of an olive or pigeon’s 
egg are classified as small: plum or walnut as me- 


dium; hen’s egg, lemon, child’s fist, pear, baseball or 
grapefruit as large. 


small 3 7% 
medium 9 21% 
large 27 64% 
no mention 3 7% 


some instances as large as a baseball or even 
a grapefruit (Table 14). In only three cases 
did the patient seek our aid while the tumor 
was still small. 


32 63% 

31% 
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Obviously to cure this condition it is neces- 
sary to remove the entire sac. If septic, the 
mass must be first drained and then as soon as 
the inflammatory reaction has quieted down, 
the cyst ean be removed. In three instances the 
eyst was described as having been excised be- 
fore the patient came to our clinic but obvi- 
ously incompletely, as it recurred. In 29% the 
mass had been simply drained, the surgeon ap- 
parently believing that a simple abscess was 
present. The tendency of this process to con- 
tinue to drain, if not completely removed, is 
illustrated in Table 15. Here it is shown that in 
six cases the mass was incised and drained more 
than once and three cases, three or more times. 

Seed** reports a branchial cyst that was in- 
cised four times under the impression that it 
was a caseating tuberculous node. 


TABLE 16 
PREVIOUS TREATMENT 

Incision and drainage 15 29% 

once 9 

twice 3 

three times 1 

five times 1 

seven times 1 
Excision 2 4% 
Incision and excision 1 2% 
X-ray (15 treatments) 1 2% 
No previous treatment 32 63% 


*In our series (Table 16) the cyst appeared 
on the right side slightly more commonly than 
on the left. It will be noted that in only three 
instances was the tumor described as low in the 
neck. The usual place for the mass to appear, 
of course, is in the carotid triangle. It is per- 
haps of interest to note that we have no case 
recorded with bilateral branchial cysts. 

A correct preoperative diagnosis was made 
in over one-half of the cases. It is not a diffi- 
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TABLE 17 
PREOPERATIVE DIAGNOSIS 


Branchial Cyst 27 53% 
Cyst of Neck 9 17% 
(a) Congenital 5 
(b) Dermoid 1 
(c) Hydrocele 1 
(d) Lymphangioma 1 
(e) Of Thyroid 1 
Hygroma, Broken-down gland, or Lipoma 1 2% 
Lipoma of Neck 1 2% 
Tumor of Parotid 1 2% 
Ranula 1 2% 
Tuberculous Gland of Neck 6 12% 
Not Diagnosed 5 10% 


In addition to these definite diagnoses, malignancy 
was considered in one case, and Hodgkins in another. 


cult diagnosis to make if one is confronted with 
a unilateral cystic tumor (about two-thirds of 
them feel cystic) in the mid or upper portion 


of the lateral aspect of the neck. But if we 
keep in mind that any cervical mass, high or low, 
firm or soft, and even when accompanied by 
lymph nodes may be a branchial cyst, our per- — 
centage of correct diagnoses will be even higher. 

Dermoids occur occasionally in the parotid 
region from remnants of epidermis left during 
the closure of the first branchial cleft and might 
be found anywhere that a branchial cyst oc- 
eurs. 

Lymphangioma of the cystic type (cystic 
hygroma) is translucent, while the branchial 
eyst is usually opaque. Lymphangioma rarely 
appears after the age of five. It is most fre- 
quent at the time of birth and usually occurs 
above the clavicle at the lateral border of the 
sternomastoid. Surgery is often employed in 
this condition, but irradiation is the treatment 
of choice. 


Thyroid Cyst can usually be identified as at- 
tached to that gland when the patient swallows, 
but an aberrant lateral thyroid cyst might be 
confused with a branchial cyst. 


Venous Hemangioma. Pressure will cause the 
hemangioma to empty, but when making pres- 
sure, one has to be sure that a branchial cyst is 
not being pressed back into the retropharyngeal 
space. 

Retropharyngeal Abscess. 
usually make the diagnosis. 


Thyroglossal Cyst. A thyroglossal cyst need 
not necessarily be in the midline. Microscopi- 
eally the branchial and thyroglossal cysts may 
be impossible of differentiation. 


Iipoma is rare in the neck and is not often 
confused as its texture and consistency are char- 
acteristic. Attempt at aspiration will make the 
diagnosis. Accompanying infection would usu- 
ally rule out lipoma. 


Tumor of the parotid is, in most cases, an 
encapsulated, firm, elastic, nodular, lobulated 
mass. It may, however, be very soft and com- 
posed largely of mucoid tissue, which may 
ultimately liquefy. The position of the tumor 
in the neck should allow for a differential diag- 
nosis of these two conditions. Tredet has, — 
however, described an intraparotid branchial — 
cyst, evidently arising from the first cleft. 


Ranula will usually occupy as a whole or in 
part the submental triangle. 


Tuberculous Lymph Nodes. Over one-tenth 
of the cases were considered to be softened tu- 
bereculous lymph nodes. This is the most com- 
mon mistake made in differential diagnosis. The 
presence of cervical nodes accompanying the 
mass in question suggests tuberculosis, but un- 
fortunately their presence does not rule out a 
branchial cyst, as is shown in Table 18, where 
it can be seen that in fifteen cases, or 29%, there 
were cervical nodes present. 


Aspiration will 
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TABLE 18 SUMMARY AND CONCLUSIONS 
LympH NopEs We have presented here a résumé of the mod- 
None found 25 49% ern concept of the embryology of ‘‘branchial’’ 
Present 15 29% eysts and fistulae. That there is still some dif- 
Location not mentioned 11 22% ference of opinion as to the origin of these path- 
Comment on those cases where nodes were ological entities is evident. 


present 
8 cases—Cervical alone 
Cervical and axillary 
Pr Cervical and epitrochlear 
Axillary and epitrochlear 
i Axillary alone 


bo bo 


As -has been stated, fluid aspirated from 
branchial cysts often closely resembles tuber- 
culous pus. The bacteriological report on both 
will frequently be ‘‘no tubercle bacilli found; 
culture sterile’’. 

If the neck is x-rayed in doubtful cases and 
-ealcification of nodes is present, the mass in 
question is probably tuberculous, although, as 
just stated, tuberculous cervical nodes and 
branchial cysts occasionally appear coincidently. 


TABLE 19 
OPERATIVE PROCEDURES 
Complete excision 42 83% 
Incomplete excision 8 15% 
Not recorded 1 2% 


TREATMENT OF BRANCHIAL CYSTS 


The treatment of choice is complete excision, 
if possible. The wound can often be closed with- 
out drainage, but a better plan is to insert a 

small wick for two days to carry off the serum 
which inevitably collects. 

In our series there were no untoward post- 
operative symptoms, no mortality, and the aver- 
age stay in the hospital was only a few days 
(Table 20). 


TABLE 20 
AVERAGE STAY IN HOSPITAL 


10% days with extremes of five and forty-five days 


(postoperative pneumonia). 
TABLE 21 
ANESTHESIA 
Ether 49 96% 
Two separate anesthesias (gas 
once and ether once) 1 2% 
Novocaine 1 2% 


With the advent of new forms of anesthesia 
we are becoming less dependent upon ether for 
this type of operation. Regional anesthesia, or 
rectal avertin plus local anesthesia combined 
with adequate narcosis, would seem to be the 
methods of choice. 


We have further shown, in the study of forty- 
two cases of branchial cyst and nine eases of 
fistula, that: 

1. They oceur in young adult life. 

2. That the disease exists a long time before 
the patient demands relief because 

(a) It progresses slowly, and 

(b) Pain appears late, if at all, and usu- 

ally only from secondary infection. 
That tuberculosis rarely causes secondary 
infection. More often the source is prob- 
ably streptococcus infection from the ton- 
sils. 
That it has no effect on the patient’s gen- 
eral health. 
5. That the diagnosis should not be difficult 

if we keep the entity in mind. 


6. That the treatment involves complete re- 
moval of the pathological process. 
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A NEW TREATMENT FOR ACUTE BURSITIS 
(Preliminary Report) 
BY T. K. RICHARDS, M.D.* 


OME months ago, while treating a patient for 

boils who, also, had symptoms consistent 
with a mildly inflamed subacromial bursa, intra- 
muscular injections of iron-arsenic compounds 
were used along with other forms of therapy. 
This particular patient was a chemist by pro- 
fession, familiar with drugs and unusually ob- 
servant of his own reactions to drugs. After 
each injection of the iron-arsenic compound he 
volunteered the information that his bursa felt 
better. He was told that there was no rhyme 
or reason why it should feel better because of the 
injections, but he replied that it was his shoulder 
and he knew. 

Shortly after this the bursa became more acute 
and it was decided to try the iron-arsenic prepa- 
rations intravenously. Accordingly, iron caco- 
dylate was chosen because of its apparently Jess 
severe reaction and 1 ec., or 1/5 of a grain, was 
given. The dose was repeated every third day, 
increasing the amount by 1 ee. until 5 ¢e., or 1 
grain, were given. Following the first injec- 
tion there was a distinct improvement; the 
shoulder was less painful and its motions were 
freer. At the end of five injections the acute 
symptoms had disappeared and there was no re- 
striction of the shoulder motions. 

The result was so startling that other patients 
suffering from acute bursitis were asked if they 
were willing to try these injections—all being 
told beforehand that there was no adequate ex- 
planation for the drug working. In all there 
have been approximately seventy cases of acute 
bursitis—the subacromial, subscapular, and in- 
frapatella bursae being involved. In many cases 
of acute bursitis uncomplicated by a focus of in- 
fection elsewhere in the body, there has been 
an immediate lessening of the acute symptoms 
within three or four hours following the first 
injection. The vast majority of these patients 
have returned to their normal activities or play 
with complete absence of symptoms and no re- 
strictions of motions, from ten to twenty-one 
days following the first intravenous injection. 

In this series all other forms of treatment 
have been avoided so as not to complicate the 
picture of recovery. There has been no restric- 
tion of use beyond that of pain. In other words, 
patients have been told to use their arms as 
much as they pleased or could. Iron-arsenite 
and iron cacodylate have both been employed, 
but the iron-arsenite seems to be more frequent- 
ly accompanied by immediate severe reactions, 
which are not present when the cacodylate is 
used. Accordingly, the use of the iron-arsenite 
has been abandoned and all injections have been 
made with the iron cacodylate. 


*Richards—Assistant Visiting Surgeon, Boston City Hospi- 
tal. For record and address of author see ‘‘This Week's Issue’”’, 


page 829. 


The general procedure of treatment has been 
to give not more than 3 ce. or 3/5 of a grain of 
iron cacodylate intravenously on the first visit. 
On the 3rd or 4th day the injection is re- 
peated, using 5 ec., or 1 grain. This has been 
repeated every 3rd or 4th day until symptoms 
have disappeared. The number of doses re- 
quired to do this has varied somewhat, appar- 
ently depending on the duration of the disease 
and its severity before treatment was begun. In 
husky, robust athletes it has been found advan- 
tageous to give the injection every other day. 
This procedure has been carried out for a year 
now and in no case where a small dose has been 
given first has there been any unfavorable reac- 
tion. In one or two cases the full dose was 
given immediately. This was followed in five 
or six hours by a feeling of chills and fever re- 
sembling the onset of an acute grip, which has 
lasted for twenty-four hours and then disap- 
peared. Needless to say, care must be taken in 
giving iron-arsenicals intravenously. It should 
be given slowly and great caution should be 
used not to inject any of the drug into the tis- ° 
sues about the vein as such injections are accom- 
panied by acute local pain. 

This report is not in any way an attempt to 
analyze various forms of bursitis or to discuss 
the pathology of this condition, but is merely to 
bring before the medical profession a simple and 
safe form of treatment that to date, apparently, 
is proving to be nearly one hundred per cent. 
efficient in the treatment of a common and pain- 
ful condition which ordinarily lasts for many 
weeks, if not months, and not infrequently re- 
sults in serious mechanical -disabilities. 

To date there is no evidence which shows that 
there is any hastening of the absorption of the 
lime deposit in the bursae which could be demon- 
strated by x-ray, although the acute symptoms 
have subsided under treatment. Nor is it 
claimed that intravenous injections of iron- 
arsenic will do anything for the end result of 
an acute bursa—namely, periarticular adhesions 
or a frozen joint—but it will relieve the acute 
symptoms in a most surprising fashion and by 
making motions painless will prevent the forma- 
tion of periarticular adhesions and thus avoid 
the distressing complications so often noticed. 

The following three case histories illustrate 
the effectiveness of the treatment of acute bursi- 
tis by intravenous injections of iron cacodylate: 


CasE No. 1. 

A white woman of 47, seen on February 13, 1931, 
had noticed two days previously some pain and ten- 
derness in the right shoulder. She thinks she first 
noticed it after playing golf. The symptoms became 
more severe and the night before she had been un- 
able to sleep. 

Physicai Examination showed the right arm held 
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rigidly to her side, severe pain in the subacromial 
region on the slightest motion of the right shoulder, 
localized tenderness in the region of the subacromial 
bursa. 

X-ray examination showed a shadow consistent 
with a calcified bursa over the head of the right 
humerus. 

Treatment: 3 cc. (3/5 grain) of iron cacodylate 
were given intravenously. There was no immediate 
reaction. 

On February 16, 1931, the patient reported that 
within three hours of the first injection she slept 
comfortably and the next morning all pain was gone. 

Physical Examination showed no tenderness in the 
region of the bursa. 

Abduction to sixty degrees was free and without 
pain. 

Treatment: 5 cc. (1 grain) of iron cacodylate were 
given intravenously. 

On February 20, 1931 the patient reported that she 
had no pain and was driving her own car. 

Physical Examination showed complete range of 
motion of the right shoulder and no areas of tender- 
ness. 

Treatment: 5 ce. (1 grain) iron cacodylate were 
given intravenously. 

On March 20, 1931, there had been no recurrence 
of symptoms. 

X-ray examination showed no change in the calci- 
fied bursa, as seen in the film of February 13, 1931. 

On May 1, 1931 there had been no recurrence of 
symptoms and x-ray failed to show any lessening of 
calcification of the bursa. 

Duration of disease nine days. 

Number of injections three. 


CASE No. 2. 

A white male of 50, seen August 1, 1930, had been 
thrown from his horse thirteen months previously 
striking his left shoulder. He did not have much 
trouble at the time but about ten days later the 
shoulder began to be lame and motions, such as those 
used in putting on a coat, were very painful. In 
spite of the disability he tried to play court tennis 
and take part in other forms of sport. After each 
attempt the shoulder was acutely lame for several 
days. Baking gave temporary relief and massage did 
not materially improve the condition. He could not 
sleep on his left side. 

Physical Examination showed a slight area of ten- 
dernes3 over the tip of the left shoulder just below 
the acromion process. There was present the nor- 
mal range of motions of the left shoulder but abduc- 
tion between 80°-110° was painful. Either internal 
or external rotation was painful and the pain was 
increased if these motions were attempted when the 
arm was abducted. 

X-ray examination was negative for bone injury 
or calcification of the bursa. 

Diagnosis: Subacute subacromial bursitis. 

Treatment: Diathermy every other day. 

On September 16, 1930, in spite of regular dia- 
thermy treatments and exercise, the shoulder had not 
improved. Motions remained as they were five weeks 
before. Teeth, tonsils, and sinuses examined for a 
possible focus of infection and all were reported neg- 
ative. 

Treatment: Diathermy omitted. 3 cc. iron cacody- 
late given intravenously. 

By October 13, 1930 there had been little, if any, 
change. The patient stated he thought the shoulder 
might feel a little better at times. 

Treatment: 5 cc. iron cacodylate given intrave- 
nously. 

By October 16, 1930 there was a decided change for 
the better. The patient then only felt pain on certain 
motions, and had played tennis without recurrence 
of symptoms. 


Treatment: 5 cc. iron cacodylate intravenously. 

On October 23, 1930 he was having no pain and 
could sleep on the injured shoulder without discom- 
fort. He had been riding horseback, jumping, play- 
ing tennis, etc., without any discomfort. The range 
of motions was normal. 

Treatment: 5 cc. iron cacodylate intravenously. 

On November 25, 1930, the patient reported that 
there had been no recurrence of symptoms and he 
was doing everything. 

Duration of disease fourteen months. 

Number of injections four. 


Case No. 3. 

A white male of 45, was seen March 22, 1931. 

Three days previously he had consulted an osteo- 
path for pain in the left shoulder. He was told that 
shoulder was partially out of joint. The shoulder 
was manipulated, followed by increased pain. The 
day before manipulation had again been attempted 
without relief. For the past three nights he had sat 
up in chair, the only relief from pain following in- 
jections of morphine. 

Physical Examination showed a_ well-developed, 
very muscular man of athletic type, obviously sut- 
fering acute pain in the left shoulder. The outer end 
of the left clavicle was slightly more prominent than 
the right but there was no tenderness in this region. 
(This deformity was the result of an old football 
injury twenty-five years ago.) There was no obvious 
deformity characteristic of a shoulder dislocation. 
Any attempt to move the left shoulder was accom- 
panied by extremely sharp pain. The pain was so 
severe that further attempts to determine the range 
of joint motion were abandoned. The area about 
the head of the humerus was extremely tender to 
touch. 

X-ray examination was negative for bone injury or 
dislocation. There was a large shadow consistent 
with a calcified subacromial bursa. 

Diagnosis: Acute subacromial bursitis. 

Treatment: 3 cc. iron cacodylate intravenously. 

On March 25, 1931 there had been no relief. He 
was still having acute pain and was unable to sleep 
except after morphine injections. Heat aggravated 
the condition. 

Treatment: 5 cc. iron cacodylate intravenously. 

On March 27, 1931 the pain was much less. He 
had taken no morphine. There had been no improve- 
ment in motion. 

Treatment: 5 cc. iron cacodylate intravenously. | 

By March 30, 1931 he was much more comfortable 
and was using no sedatives of any kind. He could 
abduct the arm 20° without pain. 

Treatment: 5 cc. iron cacodylate intravenously. 

On April 2, 1931 there was abduction to 100°, free 
and without pain. Rotations were seventy-five per 
cent. of normal. He played squash racquets the day 
before. (Patient is left handed and the left shoulder 
was the affected joint.) 

Treatment: 5 cc. iron cacodylate intravenously. 

On April 6, 1931 there were complete shoulder mo- 
tions with almost no pain. 

Treatment: 5 cc. iron cacodylate intravenously. 

On April 9, 1931 there was no disability. Te was 
doing everything. Motions were complete and there 
was no pain. 

X-ray examination showed no change in calcifica- 
tion of the bursa. 

Treatment: 5 cc. iron cacodylate intravenously. 

On April 15, 1931 the patient said further injec- 
tions were unnecessary. 

(N. B. This patient had a calcified bursa in right 
shoulder five years ago which caused more or less 
disabling symptoms for eight months. An x-ray of 
this joint failed to reveal any calcification of the 
bursa. ) 

Duration of disease eighteen days. 

Number of injections seven. 


| 
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PROGRESS IN PSYCHIATRY 
BY ISADOR H. CORIAT, M.D.* 


URING the last year there has continued 
the gradual infiltration of psychiatry, par- 
ticularly of American psychiatry, by psycho- 
analytical conceptions. These tendencies are 
particularly manifest in the investigations and 
publications of the younger group in American 
psychiatry, mosc of which are acquiring in addi- 
tion a training in psychoanalysis. This train- 
ing in psychoanalysis is slowly changing the 
clinical examinations from that of a descriptive 
and diagnostic level to that of a dynamic con- 
ception of the mental apparatus and of mental 
processes. Such a change in attitude has become 
very helpful to the medical profession in under- 
standing the various psychotic mechanisms of 
both the malignant and benign psychoses, the 
border-line states and the various characterologi- 
cal defects which were formerly grouped under 
the meaningless term of a psychopathic person- 
ality. Of interest along this line is the recent 
translation of ‘‘The Criminal, the Judge, and 
the Public’’ by Alexander and Staub. This 
volume is one of the first attempts at under- 
standing the psychology of the criminal and it 
interjects a genuine scientific discipline into the 
particular field of criminology. While it is 
based upon the analysis of the entire person- 
ality of the criminal, its forerunner can be found 
in a paper by Freud published in 1915 (Col- 
lected Papers, Vol. IV) entitled ‘‘Some Char- 
. acter Types Met With in Psychoanalytie Work.’’ 
During the year, Freud was awarded the Goethe 
prize (see editorial in the New England Journal 
of Medicine, September 11, 1930) and also cele- 
brated his seventy-fifth birthday. A full ac- 
count of the awarding of the Goethe prize can 
be found in ‘‘ Die psychoanalytische Bewegung”’ 
for September-October, 1930. 

The eighty-seventh annual meeting of the 
American Psychiatric Association was held at 
Toronto, Canada from June 1-5 inclusive, 1931. 
There were also joint sessions with the Ameri- 
can Psychoanalytical Association and with the 
Society for the Study of Convulsive Disorders. 
In the program of the meeting there were pre- 
sented many interesting papers on the dynamic 
aspects of psychiatry. As only short abstracts 
of the papers are available at present, an ac- 
count of some of the proceedings will be post- 
poned for a future ‘‘ Progress in Psychiatry.’’ 

*Coriat—First Assistant Visiting Physician for Diseases of 


the Nervous System, Boston City Hospital. For record and 
address of author see “This Week’s Issue’’, page 829 


THE SIGNIFICANCE OF FINGER-NAIL BITING IN 
CHILDREN 


This study by Dr. David Wechsler (Psycho- 
analytic Review, Vol. XVIII, No. 2, April, 1931) 
is a further confirmation of Freud’s original in- 
terpretations of the psychosexual development 
of the individual. Observations were made on 
some three thousand children of both sexes rang- 
ing from one to seventeen years of age, for the 
most part of children attending public schools. 
It was shown that there is a close relationship 
between the incidence of finger-nail biting and 
the various periods of psychosexual develop- 
ment, that is, it began during the pregenital 
period, gradually increased during the la- 
tency period and there was a sudden rise in bit- 
ing frequency with the onset of puberty. From 
the analytical viewpoint, it seems that this so- 
ealled habit is a manifestation or symptom of 
regressive tendencies, that is, a means of oral 
erotic gratification and thus it may be inter- 
preted as a continuance of the infantile thumb- 
sucking habit. 

On the basis of his material the author draws 
the following conclusions: ‘‘In conclusion it 
will perhaps be useful to call attention to some 
practical implications which the results of this 
study seem to suggest. In the first place, in view 
of the large percentage of children who bite 
their nails (between ages of six and sixteen, 
in the vicinity of 30 per cent.), the ‘habit’, cer- 
tainly in its milder form, cannot be looked upon 
as pathological. In the second place, nail bit- 
ing is not a habit, in the ordinary sense of the 
term, but a symptom, a symptom as we have seen 
of the persistence of the unresolved Oedipus 
situation. Hence, all efforts at reducing it, based 
on the psychology of habit formation must be 
doomed to failure, and anybody who has had 
any experience in the application of such habit 
breaking procedures as applications of aloes and 
taping of fingers knows how useless they are. 
They are not only useless but injurious because 
they merely serve to fix or at best displace the 
symptom. So also is probably the effect of call- 
ing attention to or constant harping on the 
‘habit’ and the infliction of punishment on the 
child for failure to desist, in any form. For 
an understanding of the significance of the 
‘habit’ shows us at once that by the former 
method we merely serve to increase the child’s 
feelings of guilt, and by the latter serve to 
gratify its need for punishment. Such gratifi- 
cation, really absolution, merely enables the in- 
dividual to continue more stubbornly the activ- 
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ity from which we are trying to wean him. The 
only way to treat nail biting, as in the case of 
‘any other condition, is to attack the cause and 
not the symptom itself.’’ 


MENTAL STATES IN CHRONIC ENCEPHALITIS 


_ In a clinical study by Dr. Walter Bromberg 
based on 135 cases of psychosis with chronic 
‘encephalitis (the Psychiatric Quarterly, Vol. 
IV, No. 4, October, 1930) an attempt was made 
‘to point out the close similarity of mental reac- 
tion occurring in encephalitics to the pictures 
of recognized psychiatric entities. Case material 
was presented by way of illustration. The fol- 
lowing main points were brought out in this 
‘study: 

1. In the large group characterized by anti- 
‘social conduct, personality changes were ob- 
‘served in a few adults although this is more 
‘common in children. ? 

No predisposition to psychopathy was 
‘found to exist in the personality make-up of pa- 
tients of the ‘‘behavior’’ group previous to the 
‘onset of encephalitis. 

Two cases in this series confirm the al- 
most uniform findings in the literature, of the 
occurrence of intellectual enfeeblement or intel- 
lectual arrest in cases where the age of onset 
‘of the acute encephalitis was at the age of three 
years or earlier. ‘ 

4. In the affective reactions, depressions were 
most common. Of these, the reactive type was 
frequent, especially in cases affected with Park- 
insonism. Pictures showing aspects of the manic 
syndrome were less frequent and less intense. 

5. The prevalence of suicidal ideas among 
the depressive cases was found to be compara- 
tively great. 

6. The cases which resembled schizophrenic 
psychoses were found to lack the fundamental 
disturbances of schizophrenia. The only points 
of resemblances were in the characteristic color- 
ing of the mental content: the accessory rather 
than the fundamental symptoms were present. 

7. Cases with paranoid-hallucinatory states 
were found to be usually transient, while para- 
noid states were less frequent and more apt to 
be persistent. 

8. An hallucinatory state in a clear setting 
was found in one case, whereas fleeting sensory 
deceptions were more often seen during the 
course of the disease, especially in children. 

9. Impulsive behavior acts were found to oc- 
cur as isolated phenomena in one case. Repeated 
compulsion phenomena were also observed. Here 
it was noted that they early appeared to be due 
to a psychic cause purely, but the later appear- 
ance of neurologic signs showed their probable 
association with the organic disease. _ 

10. The psychasthenic syndrome which has 
been described by many authors was represented 
in these cases. 


11. One case demonstrated recurring periods 
of confusion associated with psychotic symp- 
toms. Especial interest attaches to this type of 
case because of the indirect evidence that these 
episodes represent a flare-up of the subacute en- 
cephalitie process. 

12. The wide diversity of psychiatric pictures 
following encephalitic infections seems to indi- 
cate a non-specificity of mental reaction types in 
this disease, in contrast to other mental syn- 
dromes in organic cerebral diseases. (See also - 
‘‘Acute Epidemic Encephalitis.’’ New York, 
1921. Chapter IV., on the psychotic manifesta- 
tions of epidemic encephalitis. ) 


STUDIES OF THE MANIC-DEPRESSIVE PSYCHOSES 


In a series of papers published in the Archives 
of Neurology and Psychiatry (July, 1920, Janu- 
ary, 1930, April, 1930, October, 1930, January, 
1931) Dr. Harry A. Paskind has made certain 
statistical studies on this psychosis, which are of 
value for an understanding of its various clinical 
features. These papers may be summarized as 
follows: 

Brief Attacks of Manic-Depressive Depression. 
‘In eighty-eight of 634 private cases of recur- 
rent periods of manic-depressive depression, 
there were definite attacks lasting from only a 
few hours to a few days. These brief attacks 
may precede or succeed the more extended ones, 
or’ they may occur alone. 

‘Although the data supplied by these records 
show that only 13.9 per cent. of patients with 
manic-depressive depression have the brief at- 
tacks, probably the real ratio is much higher. 
Very likely, most patients subject to brief at- 
tacks alone are not seen by physicians or are 
seen only by general practitioners, since these ill- 
nesses are so short, may appear at long inter- 
vals and apparently yield to some simple rem- 
edy. Consequently they may be repeated for 
decades without skilled observation until the first 
protracted depression. Even then the previous 
minor attacks may be overlooked or ignored. 
Furthermore, periods of protracted depression 
may not occur. Recognition is prevented by gen- 
eral ignorance of mild manic-depressive depres- 
sion, especially of these extremely brief attacks, 
and because both the patient and the physician 
focus their attention on attendant or fortuitous 
somatic disorders or complaints. In this, as in 
other sickness, the patient is apt to complain 
not of what he has, but of his interpretation of 
what he has. Consequently the diagnosis is apt 
to be dyspepsia, indigestion, biliousness, autoin- 
toxication, constipation, disordered liver, gastri- 
tis, headache, neurasthenia, nervousness, heat 
prostration, hysteria or the equivalent of mi- 
graine. 

‘*A correct diagnosis is important in order to 
permit the institution of appropriate treatment, 
to allow a reasonable prognosis and, if possible, 
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to prevent suicidal (possibly homicidal) at- 
tempts.’’ 

(Many of these individuals are of the cyclo- 
thymie character type, in which the period fluc- 
tuations of mood are reactions to external ex- 
periences or to internal, unconscious conflicts. 
Years later they may develop a protracted be- 
nign affective depression, particularly after 
childbirth or during the involutional period or 
following a more devastating emotional episode 
as a precipitating factor. I. H. C.) 

Manic-Depressive Psychosis as Seen in Private 
Practice. (Sex Distribution and Age Incidence 
of First Attacks.) ‘‘Six hundred and thirty- 
three extramural cases of manic-depressive psy- 
chosis were studied for sex distribution, and six 
hundred and fifteen for age distribution of first 
attacks. The ratio of female to male patients in 
this series was 51.4 to 48.6 per cent. In the 
entire series, first attacks were most common be- 
tween 26 and 30: in the male series, between 36 
and 40, and in the female series between 26 and 
30. In the entire series, 54.3 per cent. of first 
attacks occurred after 30; in the male series 66.2 
per cent. after 30, and in the female patients, 
43 per cent. after 30. The difference between 
these observations and those of others is in all 
likelihood due to the fact that other studies or 
statements are based on patients in hospitals, 
and only the patients with the most severe cases 
are hospitalized ; the present report is based on 
a study of extramural patients. It would seem, 
then, that the predominance of younger patients 
and of female patients in other studies is due to 
the fact that manic-depressive psychosis runs a 
more malignant course in younger persons and 
in females, since in hospital statistics these are 
much more prevalent than in this series.’’ 

Manic-Depressive Psychosis in Private Prac- 
tice. (Length of Attack and Length of Inter- 
val.) ‘‘The length of 444 attacks and 438 inter- 
vals of manic-depressive psychosis occurring in 
patients in private practice were studied and 
compared with similar values found in institu- 
tional cases as reported in the literature. The 
attacks occurring in extramural cases were 
found to be much shorter, and the intervals 
longer.”’ 

Hereditary Factors in Manic-Depressive Psy- 
chosis. ‘‘Since it was shown previously that ex- 
tramural cases of manic-depressive psychosis 
present important differences from the institu- 
tional cases described in the literature, an at- 
tempt was made to determine whether these dif- 
ferences were correlated with a different hered- 
ity. Four hundred and eighty-five extramural 
cases of manic-depressive psychosis were studied 
from the standpoint of hereditary tainting fac- 
tors, and the data were compared with those in 
institutional cases. In the direct line a neuro- 
pathic taint was found in 67.9 per cent., a figure 
corresponding well with that of all modern writ- 
ers for institutional cases. In the direct line a 
neuropathic taint was found in 67.9 per cent. of 


extramural cases. In the direct line, psychoses 
and nervous disorders were more frequent in 
extramural patients; in the latter, alcoholism, 
psychopathic personality and suicide were less 
frequent. All tainted relatives were considered 
and compared in the two series: Psychosis was 
found somewhat less frequently in the extra- 
mural cases: nervous disorders were more com- 
mon in the private cases, while aleoholism, psy- 
chopathie personality and suicide were less fre- 
quent in the extramural eases. 

‘‘This study lends support to the opinion that 
the very mild and very brief cases of manic-de- 
pressive depression, frequently not recognized as 
such, are in nature (fundamentally, nosological- 
ly) identical with the classic institutional cases.’’ 

Relation of Hereditary Factors to Clinical 
Course. ‘‘Four hundred and eighty-five cases 
of extramural manic-depressive psychosis were 
studied to determine whether or not any cor- 
relation existed between familial neuropathic 
factors and the age of onset, the length of the 
attacks and the length of the intervals. A rather 
definite correlation was found.”’ 


TOXIC STATES AS COMPLICATIONS IN FUNCTIONAL 
PSYCHOSES 

In a paper published in the Psychiatric Quar- 
terly (April, 1930) Drs. Gerald Jamieson and 
James H. Wall present a study of material of 
these mental disturbances. They point out that 
toxic psychoses are frequently seen and toxic 
symptoms of more or less intensity are noted in 
other psychoses at intervals. The material which 
they present, however, belongs to a group of 
cases in which the toxie picture covered for the 
time being an already established psychosis. 
These cases were studied with the following 
questions in mind:—What caused the so-called 
toxie condition? Is it any different than the 
usual toxic-exhaustive state? Does it affect the 
ultimate course of the psychosis? What is the 
treatment and could it have been prevented? 
They point out that the inability to recognize 
the early symptoms of a developing depression 
or excitement or delusional state will often mis- 
manage the condition. As the restlessness and 
insomnia increase, the utilization of sedatives in 
effective amounts will often give rise to a greater 
degree of restlessness and anxiety. 

As a result of their experience with such cases 
they draw the following conclusions :—‘‘This 
brings us then to our concluding remarks where- 
by we wish to emphasize the most important as- 
pect of our discussion. We do not wish to ap- 
pear too dogmatic or idealistic toward the prob- 
lem but in our opinion many of the toxic fea- 
tures developing in the functional psychoses 
need not occur. We believe the examples we 
have used give definite and concrete suggestions 
along this line. 

‘‘A study of the early development of our 
cases indicates a prehospital period of varying 
months’ duration when the original psychosis is 
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already definitely established. The family doc- 
tor and the family itself frequently do not rec- 
ognize the existence of the mental illness. For- 
tunately, due to mental hygiene propaganda, 
this latter situation is not so prevalent as it 
used to be but we have to continue to empha- 
size it. It is during this period that much can 
be done to prevent the additional development 
of toxic and exhaustive factors. Experience has 
shown that early hospitalization is a most im- 
portant measure and it is obvious that the sooner 
the patient comes into an environment where the 
facilities and understanding for proper treat- 
ment are available, the less is the danger of 
avoidable complications. If the patient does not 
come to the hospital immediately, there are some 
definite suggestions to follow out. It isn’t al- 
ways wise to send depressed cases on trips. One 
of our patients took a sea voyage while de- 
pressed and while on the trip became excited, 
lost weight rapidly and was in a state of exhaus- 
tion when she returned. Both depressed and ex- 
cited cases tend to lose weight but the state of 
nutrition should never be neglected or a low 
level of such regarded as inevitable. This ap- 
plies as well to cases in the hospital. As the 
weight goes down, so follows the constitutional 
resistance. It is surprising also to note the high 
specific gravities of urines in such cases. They 
do not get sufficient fluids and poor elimination 
is concomitant with this. Such a state is some- 
times vaguely called an acidosis and blood pic- 
tures bear out the evidence of abnormal con- 
centration of bodily fluids. 

‘‘As to the use of sedative drugs and hyp- 
notices, our experience indicates that these are 
used far too often and too much. In insomnia, 
which after all is only a symptom, temporary re- 
lief may be obtained by any one of many prepar- 
ations: but treating the symptom doesn’t cure 
the illness, and one finds one drug after another 
being used, with increasing dosage. Eventually 
the sedatives are as much a part of the toxemia 
as anything else. We have rarely used seda- 
tives in treating mental illness. Packs, baths, 
massage, warm drinks, a tactful nurse, ete., form 
our armamentarium. We venture to say that 
most toxic cases have at some time or other 
been oversedativized. 

‘* Also in anticipating a toxic condition in the 
psychotic patient much can be done to increase 
the patient’s resistance by removing any chronic 
or subacute infection which may add their bit 
and sometimes a very important bit to the forces 
already enumerated in creating the toxic state. 
For instanee, infected teeth and infected tonsils 
should be attended to early. Proper attention 
to the skin, meaning, of course, careful nursing 
attention, must be insisted upon. 

‘*Finally the tendency of patients, particular- 
ly excited cases, to actually become physically 
exhausted through their many. and varied activi- 
ties should be borne in mind. One of our cases 
was permitted by a kind-hearted but overindul- 


gent sister to follow her hypomanic trails for 
over three months before she collapsed. How- 
ever, this again applies in our care of disturbed 
patients in the hospital. 

‘*To summarize our attitude toward the prob- 
lem of toxic-exhaustive complications in the 
functional psychoses we might conclude by 
drawing an analogy to the internist with his 
typhoid case which develops a pneumonia. Such 
a complication may occur and does but he is 
constantly on guard to prevent it. When it oc- 
curs he doesn’t like it—it embarrasses him. If 
we as psychiatrists could adopt this viewpoint 
it would mark another step forward in the ap- 
plication of our knowledge to the best advantage 
of our patients.’’ 


THE TREATMENT OF SCHIZOPHRENIA 


Because of the wide prevalence of schizo- 
phrenia and the usual hopeless and fatalistie at- 
titude taken towards the disease, the subject of 
treatment has been rather prominent in the psy- 
chiatric literature of the last few years and with- 
in the last year several contributions to the sub- 
ject have appeared. In the first place, we have 
the comprehensive volume by Dr. Hinsie 
which has been already reviewed in the 
columns of this Journal (October 30, 1930). The 
mental mechanisms of the disease seem to be be- 
coming more clearly understood principally 
through psychoanalytic investigation and inter- 
pretations. The forerunner of this work can be 
found in a very stimulating paper by Bert- 
schinger which, although published nearly fif- 
teen years ago, still remains of great importance, 
particularly from the standpoint of the process 
of spontaneous recovery in schizophrenics. For 
it is through the analytic investigation of these 
so-called spontaneous recoveries in both the psy- 
choses and neuroses that we have been able to 
learn much concerning the innermost nature of 
these conditions. Bertschinger points out, in 
order to forestall any possible misunderstanding, 
that he does not claim to have discovered the in- 
nermost nature of the process of recovery in 
schizophrenia or even to have come upon the 
track of its primary disease manifestations. 
Therapy will be little advanced by observations 
such as he makes, but these observations furnish 
a few points valuable from a prognostic stand- 
point. The symptoms of a mental disease have 
as real a character as the objectivé external 
world and the outbreak of a mental disease can 
be tersely characterized as the eruption of uncon- 
scious mental states into the conscious. The ma- 
terial which Bertschinger has collected demon- 
strates that there are three ways in which it is 
possible for the schizophrenic to regain control 
of his unconscious, namely, through correction, 
through resymbolization, and through evasion. 
These three methods of recovery can often be 
observed in the same ease or alongside of or fol- 
lowing one another, and their beginnings are ex- 
ceedingly common in cases which remain un- 
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cured. As a result of his material, he points 
out that the psychic content which in mental 
diseases comes into consciousness, already lies 
dormant in the unconscious in everyone. If re- 
covery occurs, that part of the unconscious 
which is broken into the conscious is rendered 
harmless by conscious working through correc- 
tion, resymbolization, or evasion. 

Freud points out that delusion-formation, 
which is a pathological product, is really an at- 
tempt at recovery, a process of reconstruction. 
Abraham has shown that the turning away of 
the libido from the external world is a particu- 
larly marked feature in schizophrenia. In re- 
gard to treatment, Walder emphasizes the pos- 
sibility that the morbid processes may be re- 
solved in ways either compatible or incompatible 
with reality. Therapeutic efforts must take two 
directions: first that of bringing into conscious- 
ness the libidinal process, and secondly that of 
influencing the healthy parts of the personality. 
‘In Schilder’s recently published ‘‘Brain and 
Personality’’ (1931) there can be found consid- 
erable material (particularly in Chapter 9) on 
the therapeutic possibilities in schizophrenia. 

In a symposium on the psychotherapy of the 
psychoses (British Journal of Medical Psychosis, 
Vol. X, Part 3, 1930) there are two papers which 
bear directly on the problem of treatment. In 
the first paper by Dr. Edward Glover, after a 
discussion of the mechanisms of some of the psy- 
choses, he goes on to discuss the analytical treat- 
‘ment of schizophrenia. He points out that it is 
inadvisable to say alone that the patient has re- 
gressed, for one must take into consideration 
that different stages in the development of the 
ego are characterized by different mechanisms 
and that therapeutic relations to the schizo- 
phrenic patient will depend on how many rem- 
nants of his ego have remained free from dis- 
organization. He feels that any advance in the 
treatment of psychoses will depend less on ex- 
perience derived from the direct treatment of 
psychoses and more on experience derived 
from investigation of mental process in young 
children. In a paper in the same symposium 
‘by Melanie Klein, it is stated that in children 
schizophrenia is less obvious than in adults. 
Traits which are characteristic of this dis- 
ease are less noticeable in a child because 
in a lesser degree they are natural in the 
development of normal children. An excessive 
activity and stereotyped movements are quite 
common in children, also silly behavior, talking 
nonsense, and negativistic reactions, which are 
usually looked upon as ‘‘naughtiness’’, are gen- 
erally features which may escape observation in 
a child, but which have a strong relationship to 
schizophrenia. 

In a recent monograph by Miiller (The Mech- 
anisms of Recovery in Schizophrenia) he states 
that if it were asked of the psychiatrist to name 
his greatest wish for therapeutic supremacy, he 


would request the power to heal the schizo-- 
phrenic.. The accumulating mass of chronic 
schizophrenics is an indictment of insufficient 
understanding, and the general stupidity of the: 
lay population towards mental diseases, particu- 
larly towards the beginnings of a disease. So 
far as treatment is concerned, he emphasizes the- 
psychoanalytic viewpoint that the transference 
situation is the most important situation in the 
psychotherapy of schizophrenia. Hinsie’s recent 
monograph and Schilder’s work already men- 
tioned, also emphasize the importance of the- 
transference situation. All work therapy is real- 
ly a form of transference. 

One of the most recent papers on the subject. 
by Dr. Zillborg entitled ‘‘ Affective Reintegra- 
tion in the Schizophrenias’’ (Archives of Neu- 
rology and Psychiatry, Vol. XXIV, October, 
1930) discusses the development of the schizo- 
phrenia concept with particular reference to the- 
therapeutic approach. Although Kraepelin was. 
interested in how the patient thought, for him 
the specific ideas (mental trends), were of no- 
significance and therefore he limited his inter- 
ests to the formal mechanism of pathological 
thinking which he observed in his schizophrenic 
patients. The principles which he elucidated are: 
basing his diagnosis on poor prognosis or ocea- 
sionally rare and temporary spontaneous re- 
covery. This attitude colored his whole pres- 
entation of the subject with a fatalism which 
discouraged any active work along the lines of 
possible effective therapy. About a decade after 
Kraepelin’s early formulations a newer and 
broader psychobiologic tendency made itself felt, 
principally through the influence of psycho- 
analysis and of the contributions from the group 
of investigators at Zurich headed by Bleuler. It 
was then and because the nature of the disease 
was better understood that the term ‘‘dementia 
praecox’’ was abandoned and was replaced by 
the now generally accepted term of ‘‘schizo- 
phrenia’’. Based on a deeper understanding of 
the mental mechanisms involved in schizo- 
phrenia, Bleuler dealt an important blow to 
Kraepelin’s conception, that is, a finding that 
schizophrenic subjects do not really mentally de- 
teriorate and that the outcome of the schizo- 
phrenia may and usually does depend on the 


therapeutic efforts made by the psychiatrist. Be- ™ 


eause the personality of the schizophrenic ap- 
pears split, because his emotions are withdrawn 
from reality and present themselves through 
autistic phantasies and because these emotions 
seem frozen, so to speak, it is these facts which 
provide the roads for a therapeutic approach. 
A recovery of a schizophrenic is effected only 
after a sufficient degree of affective relationship 
with reality and corrected insight is reached. 

In a personally observed report in this paper 
it is shown that the psychiatrist of today is in- 
terested in what the patient thinks, that this is 
a clue to an understanding of the inner conflicts 


| 
| 


Voluma 205 
Number 17 


MEDICAL PROGRESS—CORIAT 


819 


and of the entire structure of the psychosis. This 
observation must be read in its entirety in order 
that the psychotic elaboration can be complete- 
ly understood. 
NERVOUS AND MENTAL PHENOMENA ASSOCIATED 
WITH PAROXYSMAL TACHYCARDIA 


A paper by Dr. Frederick P. Moersch (Brain, 
Vol. LXIII, Part 2—1930), calls attention to the 
various nervous and mental manifestations 
which may be associated with paroxysmal tachy- 
cardia. These phenomena may at times be so 
marked that they mask the underlying cause. 
The condition is more common in neuropathic 
individuals and in addition there may be other 
evidences of functional nervous disturbances. 
The nervous and mental phenomena may vary 
from slight anxiety or dizziness to delirium or 
convulsions. Frequently patients with paroxys- 
mal tachycardia are characterized under the 
headings of cardiac neurosis, anxiety neurosis, 
chronic nervous exhaustion, or menopausal neu- 
rosis. 

(In many eases of anxiety hysteria, particu- 
larly in the acute situational phobias, the heart 
beat may become suddenly accelerated as a re- 
sult of the panic. Associated with this accelera- 
tion there are usually the physiological accom- 


paniments of fear C) the psychological feelings 


of anxiety. I. H. C 
PSYCHIATRIC STUDIES OF GENIUS 


In an illuminating and stimulating work on 
‘‘Physique and Character’? by Dr. Ernest 
Kretschmer which has already been abstracted 
for a previous ‘‘ Progress in Psychiatry’’ (Boston 
Medical and Surgical Journal, Dec. 16, 1926) 
the author had already approached the problem 
of genius, which he clearly distinguishes from 
what he terms the ‘‘average man’’. In this vol- 
ume he states in part as follows: 

‘*Gifted individuals are so rare, that it is im- 
possible to submit them to serial statistic inves- 
tigation, but, for that very reason, the class is 
more productive of well-defined, characteristic, 
individual practice. In this chapter we intend 
not to point out anything fundamentally new, 
but to apply the notions which we have obtained 
after investigating a great mass of material, to 
a few great personalities with respect to more 
finely discriminated individual traits. We hope, 
later on, to be able to publish the individual an- 
alyses of certain geniuses. Our method was first 
to investigate the individual psychology of such 
highly gifted persons as later fell victims to 
circular or schizophrenic psychoses, or came 
from families which were disposed in that di- 
rection.’’ 

In a paper entitled ‘‘The Breeding of Mental 
Endowments of Genius’’ (The Psychiatric Quar- 
terly, Vol. IV, No. 1, January, 1930) Kretsch- 
mer has given a summary of further work which 
had already been foreshadowed in the previous 
volume. In general he states, that in the cre- 
ation of genius there is high mental endowment 
which encounters a certain pathological compo- 


nent and this component is subject to the same 
rules which under other conditions may deter- 
mine the hereditary occurrence of psychopathy 
and of endogenous psychoses. Hereditary and 
not environmental factors constitute the funda- 
mental cause for the achievements of great talent. 
A more detailed analysis shows that there exists 
not only a hereditary relationship between in- 
dividuals in general, but that class and family 
breeding may produce sharply defined talent- 
clans which are endowed with certain special 
abilities. On the other hand, however, genius 
may originate from the common people without 
any such preliminary breeding, quite accidental- 
ly and unexpectedly. According to the law of 
probability, it is to be expected that such acci- 
dental combinations of hidden and unexpected 
talent will occur among the millions of human 
beings, but that they could not suffice to supply 
a whole nation with leaders. On the contrary, 
it is found that in the breeding of talent and 
genius by any nation, certain families and pro- 
fessional groups among which a blood relation- 
ship exists, play a greater réle than in the rest 
of the people. 

More recently Kretschmer has published a vol- 
ume under the title of ‘‘Human Geniuses’’ 
(1930) the chief features of which may be sum- 
marized as follows: In this volume he utilizes 
his previous theories of physique and character 
and in turn he discusses the personality of gen- 
ius and its inner structure. He traces the work- 
ing out of impulses of instinctive life which 
make an individual what he is. Most geniuses 
biologically are ‘‘sports’’ (mutations), are very 
unstable and rarely pass on in their immediate 
line the factors of their greatness. (A notable 
exception to this latter is the family of the Bach 
musicians. See on this point C. S. Terry’s Mon- 
ograph, London, 1929, I. H. C.) The author 
allies genius biologically with certain psycho- 
pathic types and points out that geniuses repre- 
sent a combination of a high degree of talent and 


certain psychopathological components. Genius 


according to him is not considered ‘‘akin to 
madness’’ but it nevertheless represents an un- 
usual and very extreme variant in human beings. 
In addition he points out that women seldom if 
ever have shown the highest types of genius and 
states that they must comfort themselves in be- 
ing the mothers of geniuses, that is, those quali- 
ties which are transmitted and produce genius, 
remain dormant in the woman. According to 
Kretschmer’s investigations the physical pecul- 
iarity which runs parallel to character as seen 
in philosophers, dramatists and romantics cor- 
respond to the leptosome form, whereas on the 
other hand, in naturalists and poets, the pyknic 
body types predominate. 


THE PROBLEM OF THE ANATOMY OF 
SCHIZOPHRENIA 
In a paper on this subject Dr. Walther Spiel- 
meyer (Proceedings of the Association for Re- 
search in Nervous and Mental Disease, Vol. X, 
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1931) points out that there is little definite that 
can be said on the subject. He has carried on 
extensive investigations on the problem, for the 
anatomy of schizophrenia is perhaps the most 
important question which the anatomist is called 
upon to answer for the clinician. It is admitted 
that the problem is so difficult that many in- 
vestigators of greater experience have discon- 
tinued their work along this line and the author 
admits that he himself has done so, for at pres- 
ent the question appears to be insoluble. The 
sources of error in the investigation of the prob- 
lem are three: First, a terminal acute disease 
as well as a chronic affection can produce vari- 
ous changes in the nerve cells and these changes 
disturb the anatomical picture to such a degree 
that all cases where they are present must be 
excluded from investigation. It is not a simple 
matter of subtraction to count this as a bodily 
disease and that as a psychotic cerebral disease. 
Secondly, the copious, fatty substances in the 
glia cells and in the vessel walls are often con- 
sidered as signs of pathological disintegration. 
Ten years ago the author would have considered 
that the possibility that such findings in young 
individuals was a sign of a pathological process, 
but at present he is of the opposite opinion. 
Thirdly, the changes in various parts of the 
brain observed in one case of schizophrenia with 
catatonic attacks correspond to a definite patho- 
physiological mechanism which may be pro- 
duced in several ways. The underlying factor 
in this is not a definite disease process, but 
rather a definite mechanism and may occur in 
intoxieations, infections, and in conditions of 
psychomotor excitation. This condition does not 
represent the cerebral process of schizophrenia 
itself, although it is indirectly related in its 
nature to the disease. 

There are many eases in which anatomical 
analysis has revealed no differentiation from the 
normal, but it does not appear justifiable to con- 
elude that such a negative finding renders ap- 
parent the functional rather than the organic 
nature of the schizophrenic process. For in- 
stance it is not possible to observe any positive 
findings in many eases of severe idiocies and yet 
neither the clinician nor the anatomist doubts 
that there is in these cases an organic sub- 
stratum. The author refuses to accept negative 
proof of the functional essence of schizophrenia 
because he believes, on a basis of certain find- 
ings, that schizophrenia is an organic process. 
These findings prove the organic basis of this 
disease but they do not suffice to isolate the 
process and establish it as an entity. They in- 
dicate only the organic nature of schizophrenia 
but not the anatomical diagnosis and the differ- 
ential diagnosis, and consequently the pathologi- 
cal anatomy of the disease has not yet been 
determined. 

EXPERIMENTAL CATATONIA 

Ii 1930 there was published a monograph by 

H. De Jong and H. Baruk on experimental 


catatonia in animals, induced through the use 
of bulbocapnine. As a result of their experi- 
ments, the authors conelude that although the 
drug acts on the entire nervous system, its ac- 
tion in producing catatonic symptoms appears 
for the most part in animals with a developed 
and intact neocortex. The symptoms produced 
were similar to catatonia in man, namely cata- 
lepsy, negativism, and salivation. 

In a paper on ‘‘Catatonia in Birds’’ by Dr. 
George W. Henry (Psychiatric Quarterly, Vol. 
V, No. 1, January, 1931) the author reviews 
the previous work which began in 1904, but 
states that no attempt was made to compare 
the immobilization of animals produced by this 
drug and its relationship with human catatonia 
until De Jong began his experiments in 1921. 
As a result of his own experiments which are 
given in detail and illustrated with photographs, 
the author draws the following conclusions: 

He admits that his report would be incom- 
plete unless some consideration were given to the 
possible psychogenic factors which may have 
contributed to these catatonic reactions in ani- 
mals. The experiments according to him do not 
show that catatonia is a toxie psychosis, but that 
the reproduction experimentally of this clinical 
syndrome solely by means of a well-known toxic 
agent (bulbocapnine) suggests a toxie factor 
in this illness. He admits that although the 
factors of a mental illness prior to its onset are 
largely psychogenic, the presence of a psychosis 
means that physiological changes have already 
taken place, changes which tend to perpetuate 
the psychological manifestations. 

A state of intoxication resembling in many 
respects that of catatonia can be induced in 
birds by injections of bulbocapnine in doses 
varying from five to ten per cent. of the body 
weight of the animal. Compared with the cat- 
atonic state likewise induced in higher animals 
such as the mouse, the cat and the monkey, the 
catatonic manifestations in birds are somewhat 
imperfectly developed. In the presence of ex- 
ternal stimuli they tend to disappear. These 
observations tend to show that birds occupy in 
this respect an intermediate position between 
the mammals and those animals devoid of a neo- 
cortex. 

When larger doses of bulbocapnine are given 
to birds a more stable condition of immobility 
can be obtained. Still larger doses are followed 
by motor phenomena characteristic of a state of 
hyperexcitability and hyperkinesis which may 
be terminated with tonic spasms, convulsions 
and death. The hyperkinetic reaction to large 
doses of bulbocapnine is not unlike that induced 
by excessive doses of numerous other motor ex- 
citants. 

These experiments may be regarded as pro- 
ducing additional evidence of toxic factors in 
human eatatonia. The reproduction of catatonic 
phenomena experimentally suggests that toxic 
as well as psychogenic factors must be investi- 
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gated before the secrets of this disease can be 
known. (For a critical summary and evalua- 
tion of the application of biochemistry to psy- 
chiatry, see a paper by Dr. Walter Freeman, 
‘*Psychochemistry. Some Physicochemical Fac- 
tors in Mental Disorders.’’ J. A. M. A., 97 :293 
| Aug. 1] 1931.) 
TEN YEARS OF PSYCHOANALYSIS 
An interesting volume has just been issued 


by the Berlin Psychoanalytical Institute (1930). 


referring to its work in the Polyclinic and also 
to its activities in the training of analysts. The 
volume is edited by the German Psychoanalyti- 
cal Society. It contains an introduction by 
Freud, who points out that the activities of the 
psychoanalytical movement as they have devel- 
oped at present can be grouped under three 
headings: first, to make analytical therapy 
available to a larger number of those who are 
suffering from neuroses: second, to give analysts 
an adequate training; and third, to acquire a 
dleeper knowledge of the theory and the therapy 
of the neuroses. In an address delivered by 
Freud before the Fifth International Psycho- 
analytical Congress held at Budapest in Septem- 
ber, 1918, entitled ‘‘Turnings in the Ways of 
Psychoanalytic Therapy’’ he foreshadowed the 
tasks of the various psychoanalytical institutes 
which have now been established in Berlin, 
Vienna, London, and New York in the follow- 
ing words (Collected Papers, Vol. II) : 

‘‘And now in conclusion I will cast a glance 
at a situation which belongs to the future—one 
that will seem fantastic to many of you, but 
which I think, nevertheless, deserves that we 
should be prepared for it in our minds. You 
know that the therapeutic effects we can achieve 
are very inconsiderable in number. We are but 
a handful of people, and even by working hard 
each one of us can deal in a year with only a 
small number of persons. Against the vast 
amount of neurotic misery which is in the world, 
and perhaps need not be, the quantity we can 
do away with is almost negligible. Besides this, 
the necessities of our own existence limit our 
work to the well-to-do. classes, accustomed to 
choose their own physicians, whose choice is 
diverted away from psychoanalysis by all kinds 
of prejudices. At present we can do nothing 
in the crowded ranks of the people, who suffer 
exceedingly from neuroses. 

‘‘Now let us assume that by some kind of 
organization we were able to increase our num- 
bers to an extent sufficient for treating large 
masses of people. Then on the other hand, one 
may reasonably expect that at some time or 
other the conscience of the community will 
awake and admonish it that the poor man has 
just as much right to help for his mind as he 
now has to the surgeon’s means of saving life; 
and that the neuroses menace the health of a 
people no less than tuberculosis, and can be left 


as little as the latter to the feeble handling of in- 
dividuals. Then clinies and consultation-de- 
partments will be built, to which analytically 
trained physicians will be appointed, so that 
the men who would otherwise give way to drink, 
the women who have nearly succumbed under 
their burden of privations, the children for 
whom there is no choice but running wild or 
neurosis, may be made by analysis able to re- 
sist and able to do something in the world. This 
treatment will be free. It may be a long time 
before the State regards this as an urgent duty. 
Present conditions may delay its arrival even 
longer; probably these institutions will first be 
started by private beneficence: some time or 
other, however, it must come.’’ 

The report covers the ten years from 1920 
to 1930 and from the clinical standpoint one of 
the most interesting features can be found in 
the statistical tables on the therapeutic results 
of psychoanalysis. The types of cases treated 
were the various neuroses (pure hysteria, anxi- 
ety hysteria, and obsessional neuroses), the 
pregenital conversion neuroses such as bron¢hial 
asthma, stuttering, psychogenetic tie and the so- 
ealled organ neuroses. In addition, there was 
treated the monosymptomatie hysterias, the 
neurotie inhibitions, disorders of the psycho- 
sexual life such as homosexuality, impotence, 
frigidity, and vaginismus and also the group 
which can be comprised under the diagnosis 
of neurasthenia and the anxiety neuroses. In 
addition there were analyzed certain types of 
psychoses such as the schizophrenic and schiz- 
oid reaction-types, the manic-depressive dis- 
turbaneces and also various anomalies of char- 
acter. It is impossible within the limits of this 
‘*Progress’’ to give all the details of the statis- 
tical tables and it will be necessary for the 
reader to consult the original monographic re- 
port. (See particularly pages 16 and 17.) How- 
ever, a few of the results on the outstanding 
neuroses may be selected : 

Out of 57 cases of anxiety hysteria, 14 recov- 
ered, 16 were improved, 2 unrecovered, and 25 
broke off the analysis. Out of 105 cases of 
hysteria, 25 recovered, 43 improved, 6 unrecov- 
ered, 31 broke off the analysis. Out of 8 cases of 
homosexuality, 1 recovered, 2 improved, 1 un- 
improved, 4 broke off the analysis. Out of 106 
cases of the obsessional neuroses, 21 recovered, 
44 improved, 6 unimproved, 35 broke off the 
analysis. Out of 45 cases of schizophrenia, 1 
recovered, 10 improved, 8 unimproved, 26 broke 
off the analysis. 

The above are only a few of the interesting 
results of psychoanalytical treatment. Of course 
it must be pointed out that in the unrecovered 
eases and in those patients who broke off the 
analysis, that the reaction was due entirely to 
their internal resistances which play so large 
a part in psychoanalytical therapy. 
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CASE 17431 


LYMPHOBLASTOMA WITH SKIN 
LESIONS (MYCOSIS FUNGOIDES) 


MEDICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. SvEN M. GunpERSEN*: First admission. 
This patient was a thirty-two year old married 
Canadian who entered the hospital for the first 
time on September 26 last year complaining of 
a skin eruption of four months’ duration. 

Four months before this admission he sud- 
denly noticed the onset of a rash over his fore- 
head. It was blotchy and purplish but did not 
itch. When he took a bath he noticed it on his 
chest and back as well. From the onset it was 
quite constant until admission and did not 
change in any significant way. Three months 
before admission he first noticed that one of his 
postauricular glands was beginning to swell. 
This disappeared spontaneously after a week. A 
week after that however several glands on the 
left side of his neck started to swell, and from 
that time he noticed enlargement of the glands 
in his groins also. One week before admission he 
first noticed constitutional symptoms in the 
form of slight weakness and fatigue on exertion. 
He had a few night sweats as well, but no fever 
so far as he knew. 

He was seen in the Outpatient Department 
several times, in the Skin Clinic first, and was 
shown at the New England Dermatological As- 
sociation. It was felt that this skin condition 
was mycosis fungoides. At a visit to the Male 
Medical Clinic, in addition to the enlarged 
glands in his axillary, cervical and inguinal re- 
gions it was found that the spleen was palpable 
one centimeter below the costal margin on inspi- 
ration. There was slight dullness at the right 
base with a few crackling rales. Several blood 
studies were undertaken there. On three occa- 
sions it was found that he ran a leukocytosis of 
11,000 to 14,000. His smear was not remarkable 
except that there was an eosinophilia of 4 to 8 
per cent. 

His past history is essentially negative except 
for pneumonia sixteen years ago. 

On admission he seemed to be well developed 
and nourished and in no distress. The skin of 
his forehead, chest and back was covered with a 


*Recently senior interne on the East Medical service. 


blotchy flat maculopapular purplish eruption, 
the lesions varying in size from the size of a 
dime to that of a quarter. There were pea-sized 
firm non-tender glands in the cervical, axillary 
and inguinal regions. In the axillary and in- 
guinal regions the glands were matted together. 
There were fine consonating rales at both bases 
in the back, with dullness but no change in frem- 
itus or character of the breath sounds. The 
spleen was palpable two centimeters below the 
costal margin on inspiration. The rest of the 
physical examination was negative. 

On admission the white cell count was 21,000. 
There was no anemia, but the smear showed 40 
per cent polynuclears, 48 per cent lymphocytes, 
4 per cent myelocytes and 7 per cent eosino- 
philes. 

A biopsy of the left cervical glands was done. 
He was discharged eleven days after entry. 

History of interval. His first course of x-ray 
treatment was continued after discharge. He had 
three treatments per week for a month, then 
went back to work and felt fairly well except 
that he was weaker than usual. About Thanks- 
giving time on awakening one morning he no- 
ticed marked swelling of the face. His eyes were 
almost closed. He reported again at the Tumor 
Clinic. Another course of x-ray treatment was 
started. The swelling disappeared after two 
treatments. He was able to continue his work. 
About New Year’s time however he noted swell- 
ing of the genitalia. He had another course of 
x-ray treatment. This swelling likewise disap- 
peared. During January he was becoming much 
weaker. That was one month before his sec- 
ond admission. He was also dyspneic on exer- 
tion and had to give up his work. During the 
course of x-ray treatment in January he noticed 
that he was becoming very pale. 

Second admission. On January 25 he had to 
be readmitted for this course of x-ray treatment 
because he was too feeble to be carried on as an 
ambulatory case. 

Physical examination was essentially as it had 
been previously except for marked pallor. He 
appeared much sicker than at the previous entry. 
The spleen was palpable. The glands were about 
as before. The chest signs were as before. The 
liver was thought to be just palpable on inspira- 
tion. 

X-ray treatment was continued. The anemia 
was getting very alarming. After eight days of 
treatment we decided to transfuse him. On 
that day however he had a fever of 102° by 
mouth and a rise in respirations to 40. He then 
showed definite signs in the right chest, chiefly 
in the upper lobe,—signs of consolidation, quite 
obviously bronchopneumonia. There was no 
chill, and the picture was not characteristic of 
lobar pneumonia. This infection might have 
been picked up in the ward, because we had a 
few bad respiratory infections at that time. He 
ran a febrile course. The temperature rose to 
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104° and was 100° at the end. The respirations 
were rapid at first. They finally came down to 
35 at the end. Six days before he died he had 
a severe pleuritic pain in his left chest posteri- 
orly, and from that time definite signs of con- 
solidation at the left base, later consolidation at 
both bases. He had made a very poor response 
in white blood cells, never over 12,000. His in- 
itial count was 8,000 at the second admission. 
On February 12 he died. 


CuinicaL Discussion 


Dr. WiuuiAM B. Breep: I came on service 
just two days before he developed his respira- 
tory infection. It was perfectly obvious that 
he had developed bronchopneumonia, rather dif- 
fuse. There was some question at first whether 
it was straight lobar pneumonia. There was no 
way of determining which it was. We felt at 
the time that he probably had picked up this 
epidemic respiratory infection which was going 
about the ward. 

Dr. WyMAN RICHARDSON : 
he was transfused ? 

Dr. GUNDERSEN: It was on the day when he 
was transfused. 

Dr. RicHarpson: Before or after the trans- 
fusion ? 

Dr. GUNDERSEN: Shortly after it. 

Dr. GrorceE W. Hotness: The interesting thing 
from the x-ray point of view is that he did not 
show any of the characteristic large mediastinal 
masses that we usually see in lymphoblastoma, 
although he did have some enlargement of the 
hilus shadows. 

The film on your right shows some evidence 
of pleural thickening, but that was quite early 
in the disease. There is enlargement of the 
hilus glands and that is about all. 

In the second film, which is taken with the 
patient lying on his back, there is diffuse mot- 
tling over the descending bronchi on both sides 
and enlargement of both hilus shadows, but 
that is not characteristic of untreated Hodg- 
kin’s disease or lymphoblastoma. In cases where 
the lungs are infiltrated with lymphoblastoma 
we sometimes get this picture. As he neared 
the end he developed anemia. I do not think 
this is different from the usual late cases. They 
do not respond well. 

Dr. Tracy B. Matuory: On the whole he 
made very little response; at least his response 
did not last any considerable time. 

Dr. Houmes: No; it was a very short re- 
mission. 

We looked up some cases with temperature 
and we did not find any relation between tem- 
perature and treatment. Certainly the treat- 
ment did not affect the temperature in any way. 
I think a person with severe anemia does not 
do well. ‘I do not think that the anemia this 


Was that after 


patient had was due to treatment; it was prob- 
ably due to the disease. 

Dr. Francis T. Hunter: This man showed 
an interesting type of lymphoblastoma because 
he did not look like the usual type of mycosis 
fungoides that we see with areas of infiltration 
in the skin clearing in the center. Secondly, 
here is a man who noted the first symptoms last 
June. He died in February. Why he did not 
behave as the majority of these patients do, I 
do not know. Mycosis fungoides in general may 
go for years. It is from three to six years be- 
fore deep gland involvement appears. Out of 
ten postmortem cases of mycosis fungoides eight 
had generalized enlargement of the liver, spleen, 
ete. Of the other two, one died within three 
years of septicemia and pneumonia and the 
other turned out not to be lymphoblastoma but 
myeloblastoma. I think from the medical point 
of view it might be a good thing to illustrate 
a few of the skin manifestations of this disease. 
I have collected six cases from the Skin service 
with photographs which show the various types 
of skin involvement. 

Dr. Epwarp D. Cuurcuiti: I notice that 
during the course of this terminal infection his 
white cell count did not rise above 11,000. Was 
that due to the effects of x-ray? 

Dr. Hunter: No. I should have expected 
from the few myelocytes he had that the marrow 
was involved. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


ANATOMIC DIAGNOSES 


Malignant lymphoma. 
Lobar pneumonia. 


PatHouoaic Discussion 


Dr. Matuory: At autopsy we found very lit- 
tle evidence of the skin lesions present. It is 
quite surprising how a very marked skin lesion 
can apparently disappear entirely postmortem. 
So much of its prominence depends on local con- 
gestion that it may not be at all evident at the 
postmortem table. We found only a slight rem- 
nant of the macular rash on the forehead. 

Within the body we found slight but very dif- 
fuse enlargement of all the lymph nodes. The 
mesenteric glands were all three or four milli- 
meters in diameter, definitely a little larger than 
normal. The retroperitoneal glands were a little 
large. The bronchial glands were not particu- 
larly hypertrophied. A very unusual feature, it 
seemed to me, was a diffuse induration of the 
entire mesentery and all the retroperitoneal tis- 
sues. They were white and very firm and did 
not appear definitely neoplastic. It seemed 
more like a chronic inflammatory process. The 
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sections however proved that it was all neo- 
plastie infiltration. 

The liver was slightly enlarged. The portal 
areas were prominent and showed microscopical- 
ly marked infiltration. The kidneys were not 
noticeable in gross, but microscopically also 
showed tumor infiltration. The spleen was mod- 
erately enlarged, 230 grams. 

The lungs showed a pneumonia, lobar in type, 
in the upper lobes with bilateral collapse in both 
lower lobes. 
filtration in the lungs. 

The blood cultures showed a hemolytic strep- 
tocoeeus, a finding which was of some interest 
beeause at that time nearly half the patients in 
the ward in which this man was had sore throats 
and positive hemolytic streptococcus cultures. 
It apparently was not a very virulent strain of 
organism, but two patients who died that week 
when the epidemic was present showed hemo- 
lytic streptococcus septicemia. They were both 
very weak. One had anemia; the other was a 
very old cardiae. 

The question comes up how to classify this 
case. Pathologists and dermatologists have had 
a long-standing argument,- not settled vet. as 
to whether or not mycosis fungoides is a mani- 
festation of lymphoblastoma. The majority of 
pathologists in this part of the country say it 
is a manifestation of lymphoma. The great ma- 
jority of dermatologists say no. The average 
case of mycosis fungoides is very difficult to 
diagnose histologically from cut sections. The 
cases show a rather wide variety of cells and 
not a straightforward picture of Jymphoma. 
After a great deal of deliberation we generally 
decide it is lymphoma, and usually when the 
cases come to autopsy we find diffuse involve- 
ment of most of the organs in the body that 
confirms our opinion. The lymph node removed 
from this man for biopsy showed a_ perfectly 
typical small round cell lymphoma, a very well 
differentiated type. The same is true of all the 
various areas which we found involved at au- 
topsy. It was a perfectly typical involvement 
by lymphoma over which no one could argue. 
The terminal distribution suggests the distribu- 
tion we find in leukemia, although there was 
at no time any evidence of Jeukemia in the 
blood stream. It is not typical mycosis fun- 


voides. I think it is a different type of 
lymphoma. I will show you the sections on it, 


though the histologic differentiation of these le- 
sions depends on pretty minute characters of the 
cells which I cannot bring out with the projee- 
tion machine. 

Dr. Houmes: Was there any involvement of 
the bone marrow? 

Dr. Matuory: I think there unquestionably 
was. It looked grossly abnormal. Unfortunate- 
ly the tissue has been lost, so I have‘ no his- 
tologie confirmation. 


Again we could find no tumor in--: 


Dr. Houmes: I think you have explained why 
he did not get well under x-ray treatment,— 
because it was so widely distributed. It was 
hopeless at the start. The question is whether 
we ought to radiate cases of that type at all. 


CASE 17432 


MARASMUS DUE TO A DISSEMINATED 
CHRONIC INFECTION 


CHILDREN’S MepicAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Raten W. Darrinee*: A white male in- 
fant ten months of age was admitted on Feb- 
ruary 26 through the Outpatient Department 
beeause of a chronic cough. 

The father and one sibling of two years were 
in good health at the time of the baby’s admis- 
sion. The mother was in the hospital with ful- 
minating tuberculosis**. 

The past history until six months before ad- 
mission was of a spontaneous birth at term. 
The baby weighed 7 pounds and seemed normal. 
He was bottle fed from birth. 

Present illness. The father, who was the in- 
formant, said that the baby had seemed well un- 
til six months before admission. At that time 
the mother, who had not felt really well since 
the child was born, went with the baby to New- 
foundland to recuperate at the home of her par- 
ents. When they returned, one month before 
admission, the mother was definitely worse and 
the baby had cough, worse at night and accom- 
panied by considerable perspiration. He had lost 
his appetite completely and seemed to be los- 
ing weight. 

Physical examination. The baby was mal- 
nourished and underdeveloped, weighing 14 
pounds 13 ounces, and looked pale and sick. 
He coughed almost incessantly. The cough was 
harsh and brassy and tended to be paroxysmal. 
He lay on his left side with his head thrown 
backward. On the neck and buttocks there were 
a few skin lesions about 4 to 5 millimeters in 
diameter, ulcerated and having a ecrater-like 
base. The head seemed somewhat large for the 
body. It measured 181% inches in cireumfer- 
ence. The anterior fontanel did not appear ab- 
normal. Both ear drums were abnormal. The 
right was inflamed and bulging. The left was 
very thick and showed old sears. There was 
bilateral injection of the conjunctivae and each 
eye had a subeonjunctival hemorrhage. From 
the nose came a bloody discharge. The throat 
was inflamed. The tonsils were enlarged. There 
was considerable mucus in the nasopharynx. 
The cervical and inguinal glands were some- 
what enlarged. The child had a pigeon breast. 


*Recently resident on the Children’s Medical service. 
**See Case 17232, published June 4, 1931. ; 
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Expansion seemed equal on both sides. There 
was impairment of the pereussion note at the 
right apex. Throughout the lung fields there 
were coarse moist rales, clearing after cough. 
In addition there were persistent fine rales over 
the right apex. The heart seemed normal. The 
abdomen was so distended as to interfere with 
the palpation of the abdominal organs. Near 
the rectum there were two small draining 
sinuses from which purulent material could be 
expressed. The reflexes were normal. 

The temperature was 100°, the pulse 100. 
The respirations were 25. 

Laboratory findings. The urine was negative, 
the stools normal. Blood examination showed 
hemoglobin 90 per cent Tallqvist, 6,100,000 red 
cells, 21,000 white cells, 72 per cent polynu- 
clears, 22 per cent lymphocytes, 6 per cent large 
mononuclears. Tuberculin tests: human strong- 
ly positive, bovine negative. 

Course in hospital. 

Nutrition. The child maintained his weight 
at about 15 pounds until April 1. Then he 
gradually lost weight, weighing 10 pounds 14 
ounces on May 16, five days before death. He 
became strikingly emaciated. He never took 
feedings well when in the hospital. There was 
practically no vomiting and no diarrhea. A 
few days before death an extensive petechial 
purpurie rash appeared over the abdomen. 
Blood was seen in streaks in the stools during 
the last few days of life. 

Constitutional signs and symptoms. The child 
had an elevation of temperature from admis- 
sion practically every day until death. At first 
the temperature was between 99° and 103° but 
quite constant each day; later it became inter- 
mittent, showing marked sweeps daily of as 
much as 5° to 7°. He was unusually quiet 
and seemed to take no interest in his surround- 
ings. 

Nervous system. Several lumbar punctures 
showed normal cell counts but a positive glob- 
ulin and slight elevation of the total protein. 

Lungs. Rales persisted in both lungs; there 
was more dullness on the right side. X-ray films 
showed consolidation of the right lung, especial- 
ly of the middle portion. Three sputum ex- 
aminations showed no tubercle bacilli. 

Gastro-intestinal. The abdomen remained 
doughy, slightly distended and difficult to pal- 
pate. The anal fistula continued to discharge 
throughout the course. 

Ears. Shortly after admission the child de- 
veloped an otitis media. The ears discharged 
until he died, on May 21. 


CLINICAL DISCUSSION 
Dr. Haroup L. Our diagnosis was 


widely disseminated extensive tuberculosis. He 
had pulmonary tuberculosis; he had tuberculo- 
sis involving the abdomen, probably tabes mesen- 


terica, tuberculous peritonitis and tuberculous 
enteritis; he had an anal fistula which may 
have had a tuberculous basis. He had tuber- 
culous lesions of the skin in the form of small 
abscesses and ulcers, not tubereulides. He had 
chronic otitis media and a nutritional purpura 
such as is often seen in very emaciated patients. 
He had deeubitus 

Dr. GeorGE W. Houmes: The series of x-ray 
films covers the period from February to the 
time when the patient died,—February, Mareh, 
April and May. 

There is a process that is most marked around 
the root of the lung and spreads to the periphery 
on both sides, more on the right than on the 
left. There is some retraction of the lung on 
the right. The right lung seems to be smaller 
than the left. The process increases slowly in 
size and density. Toward the end it involved 
the greater part of that lune. The fact that it 
spread into the surrounding parenchyma makes 
it seem like the hilum type of tuberculosis. 
Whether these rather indefinite shadows through 
the lungs are miliary tuberculosis or changes 
in the lymphoid tissue I should hesitate to say. 
I think that if I were obliged to draw any con- 
clusions from the films I should have to eall it 
the hilum type of tuberculosis. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Pulmonary tuberculosis. 
Marasmus. 


ANATOMIC DIAGNOSES 


Tuberculosis of the bronchial and mesenteric 
lymph nodes. 

Tuberculous abscess of a bronchial lymph 
node with perforation into the right pri- 
mary bronchus. 

Tuberculosis of the right lung. 

Miliary tuberculosis. 

Tuberculous ulcers of the intestine. 

Fistula in ano. 

Purpura. 


PatTHoLoaic Discussion 


Dr. Tracy B. Matuory: The autopsy find- 
ings of course confirmed the diagnosis of tuber- 
culosis. There was extremely extensive involve- 
ment of most portions of the body. One thing 
of interest was that it was possible, to some 
extent at least, to trace the course of the dis- 
ease. There was very definite involvement of 
both the bronchial and the mesenteric lymph 
nodes, the lesions in both those areas appearing 
relatively old, since they showed more or less 
complete organization. From the histologic 
changes I did not feel that I was able to decide 
definitely whether the primary infection had 
been by the pulmonary or the intestinal route, 
since the degree of involvement of the bronchial 
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and the mesenteric lymph nodes was the same. 
One of the very large bronchial lymph nodes lay 
just posterior to the right primary bronchus. It 
had become caseous and broken down and an 
abscess had formed which had perforated into 
the right primary bronchus. In this way a 
pneumonic process had extended down the bron- 
chial tree of the right lung with progressive in- 
volvement of that entire lung. Histologically 
one can see numerous areas in which there is 
involvement of the small blood vessels or veins. 
These lesions in turn were probably the source 
of the miliary tuberculosis which finally de- 
veloped. He had very numerous acute ulcers 
of his intestinal tract. Those without much 
question were subsequent to the swallowing of 
tuberculous sputum. It seemed pretty evident 
that the mesenteric lymph nodes were not sec- 
ondary to these but the result of an older 
process. 

A series of sections of the brain showed nu- 
merous discrete tubercles varying from half a 
centimeter to a centimeter in diameter, but we 
did not find meningitis. 

The work of Rich at Johns Hopkins during 
the past three or four years is interesting in this 
regard. He does not believe that tuberculous 
meningitis results from the passage of individual 
tubercle bacilli directly into or through the 
meninges, but that actual tubercles grossly visi- 
ble can always be found in the brain or cord 
in every case of tuberculous meningitis. I think 
it is something that had never been looked for 
very seriously until Dr. Rich started to do it. 


He has been able to find it in something like 
thirty-eight out of forty cases. This case has 
the tubercles in considerable numbers, but none 
of them has actually broken through into the 
subarachnoid space, hence no meningitis has de- 
veloped. 

Dr. JAMEs H. Means: Wouldn’t it be un- 
usual to have a human strain of tuberculosis 
getting in primarily through the gastro-intes- 
tinal tract ? 

Dr. Mauyory: I think not. 


Dr. Means: This baby got it undoubtedly 
from his mother. 
Dr. Mauuory: I think a fair percentage of 


intestinal tuberculosis is human. It certainly is 
no great rarity. 

Dr. Hiaarns: The presence of the globulin 
in the spinal fluid should have given us a clue 
to the fact that something was wrong in the 
cerebrum. The presence of globulin points to 
meningeal irritation of some sort. It seems 
probable that a tuberculoma (solitary tubercle) 
in the brain can explain this finding. This 
child had a positive reaction to human and a 
negative reaction to bovine tuberculin. In the 
early stages of tuberculosis, the first month or 
so, and also in the late stages of tuberculosis, 
we frequently get a positive reaction only with 
the tuberculin made from the type of organism 
which causes the lesions. Usually the child is 
sensitive to the group, that is to both human 
and bovine, no matter which type is the cause. 
I feel we should have found tubercle bacilli in 
the sputum if we had searched more diligently. 
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HUGHLINGS JACKSON (1835-1911) 


TWENTY years after his death the world now 
pays adequate tribute to one of the great lead- 
ers of modern neurology, John Hughlings Jack- 
son. <A lecture, to be given in his name every 
third year before the Royal Society of Medi- 
cine, London, is to be endowed by the ‘‘ Hugh- 
lings Jackson Memorial Fund’’ and his im- 
portant writings, previously scattered through 
many medical journals, are being collected into 
two volumes by Dr. James Taylor, his biog- 
rapher, in the Dictionary of National Biography. 

The first volume of his collected writings, re- 
cently received', contains Jackson’s important 
papers on epilepsy and the convulsive states. 
This work of Jackson’s is best known to the 
medical public on account of the term ‘‘Jack- 
sonian epilepsy’’, one which he never used him- 
self but which forms a fitting eponym. His 
studies of epilepsy began early in his career, 
about 1865, and continued into the twentieth cen- 
tury. Some of his numerous short papers have 
been collected in a previous volume, entitled, 


‘‘Neurological Fragments’. His actual con- 
ception of Jacksonian fits came to him slowly, 
and by reading through his papers we can see 
that the idea germinated at various periods of 
his development, finally to be described ade- 
quately in a long paper entitled, ‘‘On the Sci- 
entific and Empirical Investigation of Epilep- 
sies’’, published in the Medical Press and Cir- 
cular from October 14, 1874 to December 13, 
1876. In this work he differentiates genuine 
epilepsy and what he terms ‘‘unilateral begin- 
ning convulsions’’ (p. 258) and shows that irri- 
tative lesions of the cerebral cortex (vaguely de- 
scribed at first as ‘‘convolutions in the region of 
the corpus striatum’’, exactly figured (p. 344) 
in a case report published in 1882) give rise to 
local spasms of muscles on the opposite side of 
the body. The attacks are characterized by a 
deliberate and local beginning, and conscious- 
ness is not lost until late in the convulsive seiz- 
ure. The spasm is often limited and is not 
contemporaneous on the two sides of the body. 
Jacksonian fits are also characterized by a de- 
liberate gradual march of the spasm, quite dif- 
ferent from that seen in idiopathic epilepsy. 

Before Jackson’s time the condition had been 
vaguely described, particularly by Bravais, R. B. 
Todd, and Richard Bright. It was character- 
istic of Jackson to give complete credit to these 
previous workers. Jackson’s clinical observa- 
tions, mostly made about 1870, were soon cor- 
roborated by the experimental work of Fritsch 
and Hitzig in Germany and Ferrier in England. 
This is, perhaps, Jackson’s most important con- 
tribution to neurology, but recognition should 
also be given to two other researches, one on 
speech defects and the second on his theory of 
the determination of levels of the central nerv- 
ous system. 

Jackson’s work on speech defects came early 
in his career and most of his papers will be 
found in the London Hospital Reports in and 
about 1864. The work of Broca, two years previ- 
ous to this, was unknown to Jackson when he 
began his investigations, but on learning of it 
he generously acknowledged that his independ- 
ent conclusions had ‘‘on every point of im- 
portance been anticipated by M. Broca’’. Jack- 
son confirmed and elaborated the work of Broca 
and put on a sound basis the observation that 
speech defects are associated with lesions in the 
left cerebral hemisphere in people who are or- 
dinarily right-handed. 

Later in his life Jackson developed his hypoth- 
esis of ‘‘levels’’? (spinomedullary, cortical and 
prefrontal), based on the observation that the 
evolution of the nervous system is from the 
simple to the complex. In nervous diseases the 
opposite is seen, for the highest and most com- 
plex functions are often first to disappear, leav- 
ing the simple and lower level functions in evi- 
dence. As a corollary to this, Jackson estab- 
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lished that negative or destructive lesions do 
not produce positive symptoms; these are the 
outcome of the action of normal structures, act- 
ing without the control or restraint of the more 
highly developed structures of the higher lev- 
els. This, the most philosophical aspect of Jack- 
son’s work, has been completely borne out by 
subsequent researches and recently Sir Charles 
S. Sherrington has paid tribute to Jackson’s 
_ theory by stating that: ‘‘Compact in Hughlings 
Jackson was a fine vein of pithy thought and 
phrase. Among its memorable examples stands 
that figure of the nerve centres as rising in three 
tiers or levels. It gained common usage, and 
is witness to its author not least in the tacit and 
complete assurance that neural organization 
and codrdination are inseparably one’”. 

Jackson’s researches depended on an immense 
amount of detailed observation. Thousands of 
patients were carefully examined. His writings, 
complete in the minutest details, were often, 
nevertheless, so diffuse that his complicated 
trend of thought is followed only with difficulty. 
His ideas were slowly developed and constantly 
changing; it is almost impossible to select any 
definite paragraph from his papers which con- 
tains the essentials of a single fully developed 
idea. It is all the more important, therefore, 
to collect his seattered papers in convenient 
form, and the editors of the above-mentioned 
volumes are to be congratulated upon the suc- 
cess of their efforts. 
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NEW DISEASES 


THE present prevalence of poliomyelitis in 
Massachusetts and several adjacent states recalls 
attention to an article which appeared last April 
in the daily press by Dr. Lloyd Arnold, bac- 
teriologist of the Department of Public Health 
of the State of Illinois. In this article Dr. Ar- 
nold discusses what he terms three ‘‘new diseases 
as concern of the Medical Profession’’ and con- 
siders the ‘‘Need of further research into causes 
of nervous maladies which have appeared dur- 
ing the present century.’’ The three diseases 
which Dr. Arnold groups under this consider- 
ation are poliomyelitis, cerebrospinal meningitis, 
and encephalitis. These he describes as diseases 
that have appeared within the last generation 
and which may be designated as Twentieth-Cen- 
tury Diseases. 

It is perhaps questionable whether there is 
really any such thing as a new disease. True, in- 
cidence of various diseases seems to have flue- 


tuated during the centuries and to have been af- 
fected by spontaneous as well as artificial causes. 
The prevalence of leprosy throughout continen- 
tal Europe during the Middle Ages diminished 
abruptly from causes not wholly understood, 
until now it is one of the rarest and even least 
dreaded diseases. Syphilis is supposed to have 
been imported into Europe at the time of the 
early world voyages of Columbus and others. 
But there is evidence in mummies that it had ex- 
isted several thousand years previously in Egypt 
and it is highly probable that many of the eases 
diagnosed as leprosy were in reality syphilis. Ep- 
idemies of bubonie plague and <Asiatie cholera 
were from time to time imported from the Orient 
into Europe but their prevalence is now restrict- 
ed to the countries of their origin and much in- 
hibited there by scientific measures of preventive 
hygiene. Yellow fever, one of the great epidemie 
secourges of the Americas, is now almost un- 
known and the dramatic story of its conquest by 
American men of medicine is familiar to us all. 

Other factors which may influence the appar- 
ent prevalence of diseases are increasing accu- 
racy of diagnoses and the increasing longevity of 
man. The rising incidence of cancer may be at- 
tributable to both these causes; and the steady 
increase in diseases of the cardiovascular system 
is due not only to the increased stress of mod- 
ern life but to the fact that more people live 
beyond the age of fifty when these diseases have 
an opportunity to show themselves as a result of 
accumulating infections and exigencies of time. 

That new diseases may develop is, of course, 
possible with changing conditions of life but that 
any new causative agents of diseases have ap- 
peared in the relatively brief evolutionary period 
of human history seems extremely doubtful. 
Careful research into the history of Medicine 
would probably reveal that the pathologie con- 
ditions which we now describe as poliomyelitis, 
meningitis, and encephalitis have always existed 
but have either failed wholly of recognition or 
have been mistakenly included in other diag- 
nostic categories. As has recently been pointed 
out in these columns, what is now most to be 
desired in the ease of poliomyelitis is the definite 
demonstration of the etiologic agent and as a 
corollary the development of an antitoxin or 
serum, analogous to diphtheria antitoxin, which 
may be utilized for prevention as well as for 
cure. The preventive conquest of typhoid fever 
and diphtheria, which in the past have been the 
most terrible and decimating epidemics of New 
England, is a matter of our generation, whose 
very familiarity serves only to diminish our ap- 
preciation of its beneficent importance. In the 
ease of epidemic meningitis and of the whole 
field of acute respiratory diseases, though the 
etiologic agents are known, methods of certain 
prevention and cure are still to be awaited. That 
progress has always been made in the past, 
though slowly, is evidence for reasonable expec- 
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tation that it will continue to be made. Scientific 
medicine has less to apprehend or lament the 
occurrence of new diseases than to devote itself 
faithfully to the study and gradual conquest of 
the known diseases which have always existed 
but which one by one have been coming under 
increased control. 


THIS WEEK’S ISSUE 
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University Medical School 1905. F.A.C.S.  As- 
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THE BOSTON MEDICAL LIBRARY 


JOHN BAPTIST MORGAGNIT 
1682-1771 


THERE could be no more sound justification 
for directing attention to the eminent pathol- 
ogist, John Baptist Morgagni, than the fact 
that when Virchow was invited to address an 
International Medical Congress, meeting in 
Rome, he chose to make this remarkable man the 
subject of his address, and designated him as 
the ‘‘Father of Pathology.’’ The town of Forli 
in Romagna, the place of his birth, was a small 
village but fortunate in being the residence of 
cultivated people and possessed of a good li- 
brary and other excellent educational facilities. 
Morgagni’s father died shortly after his son’s 
birth but his mother, who seems to have been 
one of those noteworthy women who appear 
to have been more than usually common in 
northern Italy at this period and have left their 
imprint upon the times through a long list of 
distinguished scientists, devoted herself to the 
education of her son and to her Morgagni fre- 
quently paid tribute as the arbiter of his career. 
He pursued his preliminary edueation in his 
native town of Forli, under the guidance of his 
mother up to the age of 15, when he entered 
upon the study of medicine at Bologna, which 
University was enjoying at that time a reputa- 
tion unequaled by any other institution of learn- 
ing in Europe. In the subject of Anatomy the 
University had been particularly fortunate in 
its traditions, for in its early years Mondino 
had been settled there and, under the protec- 
tion of the Pope, dissection of the human body 
was fostered. Later on Vesalius had labored 
here also and done much of the work in Anatomy 
which marked the progress the science was mak- 
ing during his lifetime and under his stimulus. 
Beside these two renowned anatomists Morgagni 
was preceded at Padua where he subsequently 
went, by Fallopius, Fabricius, Gasserius and 
Spigelius. It was at Bologna during Vesalius’ 
time that Titian came from Venice to study 
artistic anatomy and it is said that the illustra- 
tions of Vesalius’ works were in large part done 
by that great artist. When Morgagni came to 
Bologna, Harvey had preceded him there by 
about a century and it was in this atmosphere 
that he evolved the ideas that later gave to the 
world his great contributions to Physiology. 
Morgagni became a pupil under Albertini and 
Valsalva. It was the latter who recognized Mor- 
gagni’s abilities, and much of the painstaking 
dissection which was necessary to the comple- 
tion of Valsalva’s work upon the ear was per- 
formed by Morgagni. By the time he was ready 
to graduate in Medicine and Philosophy (1701), 
which he did four years after his entry upon 
his medical studies, he was so highly regarded 
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by Valsalva that on the occasion of the latter’s 
absence he was permitted to give certain of his 
lectures. He remained after graduation for a 
few years as an assistant professor and tutor. 
Large numbers of students from all over Europe 
were taking courses here and Morgagni was al- 
ways very popular with them. He founded a 
Society among the younger professors and more 
mature students known as the Academy of the 
Restless (Academia Inquietorum). It was here 
that he set up the idea that nothing was to be 
taken for granted. All things must be proved. 
It was a little ahead of the times and he was 
obliged to abandon the idea, but the personal 
communications he addressed to that Society he 
later used to make up his first published work, 
the ‘‘Adversaria Anatomica.’’ From Bologna 
he visited the Universities of Venice and Padua, 
during which experiences he seems to have 
broken down in health and injured his eyesight, 
for he next is found back at his native town en- 
gaged in practice. It was here that he pub- 
lished his first work, to which allusion has al- 
ready been made, and it was not until 63 years 
later that his last publication appeared. His 
Adversaria Anatomica attracted the attention of 
the scientific world and at the age of 35 he 
was called to Padua where he soon became Pro- 
fessor of Anatomy. Here he found the oppor- 
tunity for research that he desired. His lec- 
ture hall was soon overcrowded, for Padua was 
enjoying an enviable reputation, and students 
were abundant, particularly from northern Eu- 
rope. Germany alone had at one time about a 
thousand students in residence and they chose 
Morgagni as the patron of a guild which they 
organized for social purposes. It was here that 
Morgagni began to devote himself to the study 
of morbid anatomy and his ‘‘Seats and Causes 
of Disease’’ was the first attempt to present 
pathological anatomy in a systematic and for- 
mal way. These studies led him to pioneer 
in many fields, and the number of original ob- 
servations which he made, not to mention the 
ones his intuitions anticipated, were very consid- 
erable. He sensed the interrelations of various 
parts of the nervous system, anticipating the 
recognition of the sympathetic nerves. He also 
prepared the way for Claude Bernard’s observa- 
tions upon reflex action. His work upon An- 
eurism opened up the whole field of the me- 
chanics of variations in arterial tension and our 
modern views of blood pressure and its effects. 
He made observations on the influence of alcohol 
upon the human system and called attention to 
the significance, emotional states have in dis- 
orders of the circulation. He early became con- 
vinced of the infectious character of tuberculo- 
sis and pathologically distinguished it from 
other pulmonary lesions. His studies upon can- 
cer led him to the belief that early operative 
removal of the disease offered the only hope 


of its cure. He had the courage of conviction 
when he personally refused to submit to venesec- 
tion, a procedure in very common use by the 
clinicians of his day. Aside from his contribu- 
tions to the art of medicine through the knowl- 
edge of the morbid changes that characterize 
disease, he was entitled to distinction as a cul- 
tured gentleman. He was conversant with 
French, Latin and Greek and was always rec- 
ognized by the literary societies of Northern 
Italy for his cultivated taste. He had a wide 
acquaintance among the ruling class of Venice 
and was on intimate terms with at least five of 
the Popes. He could count among his intimates 
Boerhaave, Ruysch, Richard Mead, Meckel and 
Haller, and he was honored by election to the 
Royal Society of England in 1724, the French 
Academy of Science in 1731, the Imperial Acad- 
emy of St. Petersburg in 1735 and the Academy 
of Berlin in 1754. It was during the period of 
his failing health, caused by overwork shortly 
after his graduation in medicine, that he mar- 
ried a daughter of one of the distinguished fami- 
lies of his home town. To them were born 
fifteen children, eight of whom survived their 
father. One son followed his father’s profes- 
sion. Eight of his daughters became nuns in 
various orders and one of his sons became a 
Jesuit priest. The respect in which he was uni- 
versally held was well illustrated by the fact 
that upon two occasions, when in the wars of 
the times the city of Bologna was under siege 
the commanders of the invading forces gave 
orders that Morgagni was not to be molested. 
His early writings were collected and published 
at Padua in 1719 and at Leyden in 1723. A 
later Leyden edition was produced in 1740 and 
at Venice in 1762 still another was published. 
His great’ work was issued from the press at 
Venice in 1761 when he was 79 years old. Its 
title was ‘‘De Sedibus et causis Morborum per 
Anatomen Indigatis Libre Quinque.’’ Each of 
the five parts was dedicated to a representative 
of the five countries that had honored him with 
membership in their respective scientific so- 
cieties. 

He was ninety years of age at his death and, 
though nearly blind, was in full possession of his 
mental faculties. It is interesting to note that 
he was a teacher of Scarpa, who died in 1832, 
which fact links his name and work a little more 
graphically with our times, at least it seems to 
bring us into a somewhat closer time relation 
to him. 


MISCELLANY 


THE AIMS OF THE AMERICAN COLLEGE 
OF SURGEONS 
In an interview with a New York Times reporter 
Dr. Franklin Martin defined the aims of the College 


as follows: “It has particularly pursued and is pur- 
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suing a nation-wide practical research into the na- 
ture and cure of carcinoma and sarcoma—two forms 
of cancer. Scientific data prove that these diseases 
are curable in a definite percentage of cases by 
definite methods. The campaign of the American 
College of Surgeons urges the codperation of the 
public in accepting the services of the profession 
in securing early diagnosis and curative treatment. 

“The college has made a systematic study of in- 
dustrial medicine and has surveyed the medical de- 
partments of the large industries. It has formulated 
a minimum standard on industrial medicine and 
traumatic surgery that has met the approval of la- 
bor, the large industries, indemnity officials and 
medical men in industry. 

“It has accepted leadership in bettering hospital 
and dispensary practices, and is making known to 
the public those institutions that have, after a care- 
ful survey, been approved by the college. It par- 
ticularly protects our hospitals against harboring 
unscientific practitioners.” 


OFFICERS OF THE AMERICAN COLLEGE 
OF SURGEONS 


At the executive session of the American College 
of Surgeons held October 15, 1931, the officers elect- 
ed for the ensuing year are as follows: 

President, Dr. J. Bentley Squier, Professor of 
Urology, Columbia University College of Physi- 
cians and Surgeons; Director oi Squier Urologi- 
cal Clinic of Presbyterian Hospital; Consulting 
Surgeon, St. Luke’s Hospital and Neurological 
Institute and Consulting Urologist, Roosevelt 
Hospital. 

Vice-Presidents, Dr. W. Edward Gallie, Professor 
of Surgery, University of Toronto Faculty of 
Medicine and Surgeon-in-Chief, Toronto Gen- 
eral Hospital, and Dr. Charles Gordon Heyd. 
Professor of Clinical Surgery and Attending 
Surgeon, New York Post-Graduate Medical 
School and Hospital. 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC 
EDUCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 


GALL STONES* 


One of the commonest illnesses from which man- 
kind suffers is gall stones. These stones cause vary- 
ing degrees of disability and ill-health, according to 
the amount of inflammation and irritation which they 
produce in the gall bladder, bile ducts and adjacent 
organs. 

It is a popular belief that gall stones may be dis- 
solved by means of medicine; this is not possible. 
However, small stones may be passed spontaneously, 
or after morphine and atropine medication. Occa- 
sionally large gall stones have been discharged 


*Broadcast October 1, 1931, Station WBZA—5:17 P. M. 


through the abdominal wall, or have ulcerated into 
the small intestine or into the stomach. There may 
be a single large stone or hundreds or thousands of 
small stones in the gall bladder. 

Gall stones are found usually in people between 
forty and fifty years of age; seventy-five per cent. of 
these patients are women. 

The cause of gall stones has been given as infec- 
tion of the gall bladder and the bile ducts; retention 
of bile, and an increased amount of cholesterol in the 
blood. Overeating, constipation, little or no exercise, 
and overweight are believed to favor these causes 
and promote the formation of gall stones. 

What are the symptoms of gall stones? 

The commonest complaint which brings the pa- 
tient with gall stones to the surgeon is pain, very 
severe in character, causing the patient to writhe in 
agony. The pain, associated with localized tender- 
ness, is usually found under the edge of the ribs in 
the right side of the abdomen, or in the pit of the 
stomach, and as a rule the pain radiates to the back 
or to the right shoulder. The patient is generally 
sick to his stomach, and vomits; the pain may last 
for hours or days. This pain is usually incorrectly 
called indigestion by the general public, or ptomaine 
poisoning, intestinal grippe or intestinal indiges- 
tion. Yellowness of the skin, known as jaundice, 
may accompany the pain, showing obstruction in the 
common bile duct, which is a serious complication. 

It is most important that the patient or his rela- 
tives or friends promptly cali the family doctor, 
medical specialist or competent surgeon, not only to 
relieve the terrific pain, but also to make an early 
and correct diagnosis. The stones may be then re- 
moved by surgical operation in a modern hospital 
if the general condition of the patient warrants it. 
A ruptured ulcer of the stomach, inflammation of 
the pancreas, a ruptured appendix under the liver, 
or severe heart disease may cause similar symptoms 
which urgently require the advice of the family 
doctor, in consultation with the medical or surgical 
experts. 

Certain patients with lowered resistance and a 
virulent infection may develop fever and chills, with 
pus in or about the gall bladder; a mass may be 
felt in the gall bladder region. If the infection 
progresses without surgical interference, the gall 
bladder may become gangrenous, and may rupture 
within the abdominal cavity, with resulting local or 
general peritonitis and probable death of the pa- 
tient. 

Nature attempts to restrict the spread of the in- 
fection in some cases, therefore, the wall of the 
abdomen is held rigid by involuntary spasm of the 
abdominal muscles, the so-called splinting of the 
abdomen, to give rest. and protection to the in- 
flamed area. Some patients develop a severe and 
fatal inflammation of the pancreas as a result of 
gall stones. 

Other cases of gall stones may show little or no 
symptoms other than some distress in the pit of the 
stomach, gas in this region, and some dull pain at 
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times, associated with occasional vomiting or mere- 
ly nausea. Such patients often progress fairly well 
under medical treatment, with six small, fat-free 
meals daily rather than three regular meals. Alka- 
line powders or tablets may be taken in addition. 

Unfortunately some of these mild cases have at- 
tacks of colic at inconvenient times, when on an 
important business trip, or in their old age when 
their general condition is poor, increasing the opera- 
tive risk. 

Reveated attacks of gall stones often result in 
many adhesions being formed between the gall 
bladder and adjacent organs, such as the stomach, 
large and small intestine, and the liver, making the 
surgeon’s task more difficult. 

The diagnosis of gall stones is positively made in 
many cases by the x-ray plates alone. The Graham 
dye test demonstrates whether the gall bladder fills 
normally with the ingested dye, in gall bladder dis- 
ease, as interpreted by a well-trained x-ray expert. 
A negative x-ray does not rule out gall stones or 
gall bladder disease. 

The modern surgeon usually removes the gall 
bladder with the stones; otherwise the gall bladder 
is drained after removing the stones; particularly 
in the aged or in poor risks, or in neglected cases 
where repeated attacks have rendered the removal 
of the gall bladder difficult. 

It is well known to surgeons that inflammation of 
the appendix often accompanies gall stones and gall 
bladder disease, so whenever possible, and in his 
opinion advisable, the appendix is removed at the 
gall bladder operation. 

Most doctors are agreed that infected teeth, ton- 
sils, a diseased appendix, or inflammed gall bladder 
with or without stones, are areas of infection which 
should be removed, if the patient’s condition war- 
rants it, in order to maintain good health. 

The removal of gall stones, and of the gall blad- 
der is a major operation, but in modern hospitals, 
and in the hands of competent surgeons and their as- 
sistants, the operative mortality is about two per 
cent., which means that about ninety-eight patients 
out of every hundred survive, and about two die. 
Experts in anesthesia, including ether, gas-oxygen, 
ethylene, etc., are a tremendous aid in these cases. 
Local injection of the operative field with anesthetic 
solutions is used by the surgeon mostly for the 
poorer risks, while spinal and intravenous injections 
are employed more and more for the better risk 
patient. 

The American College of Surgeons and the Amer- 
ican College of Physicians have required their mem- 
bers to pass rigid qualifications, and their examina- 
tion and approval of first-class hospitals has raised 
the standards of surgery and medicine in all parts of 
the United States and Canada, as well as in South 
America. As a result, mortality has been lessened, 
efficiency increased, the interests of the public have 
been protected, and the average health of mankind 
has been improved. 


SOME EXPLANATIONS OF THE CAUSES 
OF MOTOR VEHICLE ACCIDENTS 


A study of the mental condition of one hundred 
alleged offenders against traffic laws, in a Detroit 
Clinic, indicated that of these one hundred persons 
only thirteen were regarded as normal; nearly fifty 
were found to be alcohol addicts; forty-two indi- 
cated subnormal intelligence; twelve were feeble- 
minded and one was insane. 

It is hardly possible that analysis of other groups 
of one hundred motor vehicle drivers would show 
this alarming preponderance of incompetent mo- 
torists, but almost every observing occupant of 
vehicles using the highway is impressed with the 
exhibitions of bad management of cars which war- 
rant a daily prayer of thanksgiving if a day closes 
without a personal accident. 

We have long wondered at the incomplete re- 
quirements for licensure of drivers and we predict 
that before many years the terrifying mortality and 
accident records will drive the authorities to action 
in strengthening the qualifications of drivers of 
motor vehicles. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR 
SEPTEMBER, 1931 


The disease on which interest was principally 
focused in September was again poliomyelitis. There 
have been more cases reported during this month 
than in any other previous month except in 1916, 
when there were 623 cases reported in September. 

Diphtheria and typhoid fever have continued to be 
exceptionally low, the number of cases of these dis- 
eases reported during this month being the lowest 
in the history of the State. 

Measles has also been very light this month, there 
being only two months in previous records when the 
number of cases was so low. 

Scarlet fever, mumps, whooping cough, German 
measles, influenza, and lobar pneumonia show a slight 
increase over the usual incidence at this time of the 
year, but not sufficient to be of much significance. 

Chicken pox, epidemic cerebrospinal meningitis, 
pulmonary tuberculosis, and other forms of tubercu- 
losis were reported about the number of times ex- 
pected during this month. 

The reporting of gonorrhea and syphilis seems to 
be improving as the number of cases is somewhat 
above the usual number reported in this month. 


RARE DISEASES 


Actinomycosis was reported from Boston, 1. 

Anterior Poliomyelitis was reported from Abing- 
ton, 1; Acushnet, 1; Adams, 1; Agawam, 5; Ames- 
bury, 2; Amherst, 9; Andover, 1; Arlington, 5; Ath- 
ol, 5; Attleboro, 4; Avon, 1; Barnstable, 2; Belcher- 
town, 3; Bellingham, 2; Belmont, 3; Bernardston, 1; 
Beverly, 4; Billerica, 1; Blandford, 1; Boston, 50; 
Braintree, 2; Bridgewater, 1; Brimfield, 1; Brockton, 
1; Brookline, 1; Buckland, 1; Cambridge, 7; Canton, 
7; Carver, 2; Chester, 2; Chelsea, 4; Chicopee, 15; 
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MONTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES 
Cases in Entire Pop. Case Rates per 100,000 Pop. 

Sept. Sept. Proso. Epi. Sept. Sept. Expected 

1931 1930 Index* Index 1931 1930 Ratest 
All Causes 4350 3479 101.7 81.8 
Ant. Polio. 588 104 87 6.8 13.8 2.4 2.0 
Diphtheria 146 166 256 6 3.4 3.9 6.0 
Ep. C. S. Men. 7 8 4 1.8 2 2 1 
Measles 80 142 223 4 1.9 3.3 5.2 
Pneu. Lobar 104 91 105 1.0 2.4 2.1 2.5 
Sc. Fever 358 244 303 1.2 8.4 5.7 7.1 
Tbe. Pul. 334 331 330 1.0 7.8 7.8 7.7 
Ty. Fever 30 48 41 7 7 1.1 1.0 
Wh. Cough 546 517 391 1.4 12.8 12.2 9.1 
Chicken Pox 63 117 — 1.5 2.7 ~- 
Ger. Measles 29 27 7 6 
Gonorrhea 622 648 — 14.5 15.2 
Influenza 22 4 5 
Mumps 121 90 aa — 2.8 2.1 — 
Syphilis 341 250 8.0 5.9 
Tbe. Other Forms 54 47 1.3 1.1 


*This index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 
to occur, and is for the purpose of comparison with the number of cases which actually did occur. 


+This ratio expresses how prevalent the disease is compared with the index mentioned above; 1.0 indicates that the actual 


number of cases equals the expected number. 
prevalence than expected. Thus, 


A larger number means a greater prevalence, and a smaller number a lesser 
2.0 would indicate twice the expected number 


, and .5 half the expected number of cases. 


The method used to determine the indices is described in the August 18, 1927 issue of the Boston Medical and Surgical Journal. 


tCalculated from the Prosodemic Index. 


Clinton, 3; Colrain, 5; Dartmouth, 2; Dedham, 2; 
Deerfield, 2; Douglas, 1; Easthampton, 9; Easton, 1; 
East Brookfield, 1; East Longmeadow, 1; Everett, 6; 
Fairhaven, 3; Fall River, 8; Falmouth, 3; Fitchburg, 
6; Framingham, 1; Gardner, 6; Gill, 1; Granby, 4; 
Grafton, 2; Greenfield, 13; Haverhill, 6; Hawley, 1; 
Hingham, 1; Holden, 2; Holyoke, 19; Hopkinton, 2; 
Hull, 1; Lakeville, 1; Lee, 1; Leominster, 17; Lex- 
ington, 1; Longmeadow, 2; Lowell, 10; Ludlow, 2; 
Lynn, 5; Malden, 5; Mansfield, 1; Marlboro, 2; 
Marshfield, 1; Mattapoisett, 5; Medford, 5; Medway, 
1; Melrose, 4; Methuen, 5; Middleboro, 2; Milford, 1; 
Millis, 1; Milton, 6; Monson, 1; Montague, 4; New 
Bedford, 13; Newton, 12; Northampton, 17; North- 
bridge, 2; North Adams, 3; North Andover, 1; North 
Attleboro, 3; Norton, 1; Oakham, 1; Oxford, 1; Or- 
ange, 3; Palmer, 3; Pembroke, 1; Pittsfield, 5; Plain- 
ville, 3; Plymouth, 1; Provincetown, 1; Quincy, 9; 
Reading, 2; Revere, 7; Rochester, 1; Salem, 4; Salis- 
bury, 1; Saugus, 1; Sharon, 2; Shelburne, 3; Somer- 
ville, 5; South Hadley, 6; Southampton, 1; Spring- 
field, 47; Stoneham, 1; Stoughton, 1; Sunderland, 1; 
Swampscott, 1; Swansea, 1; Uxbridge, 3; Waltham, 
14; Walpole, 4; Ware, 1; Wareham, 2; Watertown, 8; 
Webster, 4; Westboro, 1; Wellesley, 1; Wellfleet, 2; 
Westfield, 3; West Bridgewater, 2; West Springfield, 
3; West Stockbridge, 2; Weymouth, 8; Whately, 1; 
Wilbraham, 2; Williamsburg, 2; Williamstown, 1; 
Winchester, 6; Winthrop, 2; Woburn, 1; Worcester, 
8; Yarmouth, 1; total, 588. 

Anthrax was reported from Newburyport, 1. 

Dysentery was reported from Boston, 4; Essex, 3; 
total, 7. 

Encephalitis lethargica was reported from Belmont, 


1; Boston, 1; Gardner, 1; New Bedford, 1; Welles- 
ley, 1; total, 5. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 1; Bridgewater, 1; Cambridge, 1; Chel- 
sea, 2; Winchendon, 1; Worcester, 1; total, 7. 

Malaria was reported from Chelsea, 1; Fall River, 
1; New Bedford, 1; total, 3. 

Pellagra was reported from Beverly, 1; Canton, 1; 
total, 2. 

Septic Sore Throat was reported from Arlington, 1; 
Boston, 4; Brookline, 1; Cambridge, 1; Framingham, 
1; Ipswich, 1; Lowell, 1; Lynn, 2; Wakefield, 1; Wal- 
tham, 1; Wilmington, 1; Worcester, 1; total, 16. 

Tetanus was reported from Arlington, 1; Boston, 1; 
Dalton, 1; Lexington, 1; total, 4. 

Trachoma was reported from Boston, 1; Fairhaven, 
1; total, 2. 

Trichinosis was reported from Boston, 1. 

Undulant fever was reported from Sudbury, 1. 


MORTALITY RATES 

Telegraphic returns from 82 cities with a total 
population of thirty-six million for the week ending 
October 3, indicate a mortality rate of 9.6 as against 
a rate of 10.0 for the corresponding week of last 
year. The highest rate (16.0) appears for San 
Diego, Calif., and the lowest (3.8) for Flint, Mich. 
The highest infant mortality rate (13.8) appears for 
Memphis, Tenn., and Paterson, New Jersey, and the 
lowest for Cambridge, Mass., Camden, N. J., Erie, 
Pa., Long Beach, Calif., New Haven, Conn., Sche- 
nectady, N. Y., Syracuse, New York, Waterbury, 
Conn., and Yonkers, N. Y., which reported no infant 
mortality. 
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The annual rate for 82 cities is 12.0 for the forty 
weeks of 1931, and the same rate appears for the 
corresponding weeks of 1930. 


TYPHOID FEVER IN NEW YORK CITY 


The second guarter of the present year gave a 
record of an increase in the number of reported 
cases of typhoid fever in New York City of which 
forty-three were traced to carriers and thirteen 
were imported from outside the city; other cases 
were due to contact with active disease, eating of 
clams and oysters, bathing in polluted waters, and 
other insanitary conditions, but unfortunately the 
mode of infection was not ascertained in sixty-one 
cases. 

The number of cases exceeded those in the cor- 
responding period of 1930 by eleven. The fatality 
was ten per cent. 


— 


CORRESPONDENCE 


QUESTIONS FOR DR. N. A. NELSON 
October 12, 1931. 


Editor, New England Journal of Medicine, 

It is indeed interesting and perhaps instructive to 
many physicians when one finishes the articles writ- 
ten by N. A. Nelson, M.D. I know that Dr. Nelson 
means well and is doing his best to aid the profes- 
sion, if such is necessary, in relation to the diag- 
nosis and treatment of venereal diseases. There is 
one thing which must be called to Dr. Nelson’s at- 
tention and that is that he should not feel that he 
or his department is always correct. No one is 
perfect. (There is a saying that at one time there 
lived a person who became perfect but when he 
reached that stage, he immediately dropped dead.) 
The following is a case which came under my super- 
vision: 

Male, age 34, occupation waiter, married, gave a 
history of exposure in July 1931. He consulted a 
physician in Cambridge two days later complaining 
of burning urination and a greenish discharge from 
the penis. From this patient’s story, the physi- 
cian gave him the usual treatments for a while. 
This patient developed a “right epididymitis” and 
“orchitis” in about ten days. The doctor then sent 
this patient into a hospital at Somerville where he 
was three days and when the hospital diagnosed the 
case as one of G. C. the patient was discharged. This 
patient came under my supervision about two weeks 
later. On examination at his home I found the 
patient complaining of severe pain in the right 
groin and scrotum, discharge from penis and pain- 
ful urination. I made a smear, had the patient pass 
two glasses of water which were cloudy and on 
physical examination discovered that he had an 
epididymitis and orchitis (right). I also took blood 
for a Wassermann Test. I treated this patient for 


the G. C. in the meantime. The report from the Bos- 
ton Health Department was that the smear 
showed suspicious organisms and the blood speci- 


men showed a “moderate positive Wassermann re- 
action”. J made another smear and took another 
blood specimen. The report came back “positive 
Wassermann” and presence of gonococcus in the 
smear. As this patient couldn’t afford private care, 
I sent him to the Massachusetts General Hospital 
and gave him a letter with my diagnosis. I re- 
ceived a letter from the Massachusetts General Hos- 
pital informing me about admitting my patient and 
with their diagnosis of “epididymitis” and a nega- 
tive Hinton Test. I was surprised at their findings, 
so I again wrote in order to check up. After wait- 
ing two weeks and receiving no reply, I again sent 
a letter and received a reply that their diagnosis 
was “right epididymitis” and that they made three 
Hinton tests and all were negative. I am at a loss 


‘to know who is correct. 


Now, Dr. Nelson, the above case is one which 
needs an explanation from you. If we physicians 
should have many more of such experiences, what 
should be done? 

If you feel that there are many physicians who 
don’t know how to treat venereal diseases and in 
some instances do more harm than good, to this I 
will reply, that you should use your office and de- 
partment to open a clinic and give instructions and 
in addition give those physicians places to get more 
experience and by so doing those who aren’t quali- 
fied to treat venereal diseases will become qualified. 
The big fault in medicine is that opportunities are 
not opened to all physicians who are always ready 
and willing to perfect themselves in fields in which 
they are lacking. Unless one has backing, political 
influence, or comes from a certain college, he will 
find obstacles in his path. It is about time that the 
profession of medicine should become one of help 
to any one of its physicians instead of a hindrance. 
We have many able and capable physicians who 
can’t get the opportunity. 

BERNARD ZUCKERMAN, M.D. 
1011A Blue Hill Avenue, 
Dorchester, Massachusetts. 


RECENT DEATH 


DUNPHY—Dr. JoHN JosEPH DuNpPHY, pediatrician, 
died at the Cardinal O’Connell House of St. Eliza- 
beth’s Hospital, Brighton, October 12, 1931, follow- 
ing an operation for appendicitis. 

The son of John J. Dunphy he was born in Wor- 
cester thirty-seven years ago. He was graduated from 
Holy Cross College in 1917, having been a noted 
short distance runner during his student days. Go- 
ing on to Harvard Medical School he took his M.D. 
in 1921 and returned to Worcester to serve as in- 
terne at St. Vincent Hospital, joining the Massachu- 
setts Medical Society in 1923. The next year he was 
an interne at the Boston City Hospital, South De- 
partment, before opening an office in Boston and 
devoting himself to pediatrics. He had been a mem- 
ber of the pediatric departments of the Boston City 
and Massachusetts General Hospitals and was for 
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several years instructor in pediatrics at the Tufts 
College Medical School. 

Dr. Dunphy held membership in the American 
Medical Association, the New England Pediatric 
Society, the Holy Cross Club of Boston and the 
Harvard Club of Boston. 

In -April 1930 ne was married to Miss Helen 
Honora Hurley of Jamaica Plain. She survives him 
and also a six months old son. 


NEWS ITEMS 


DR. W. J. MAYO HAS RETIRED FROM ACTIVE 
PRACTICE—Dr. W. J. Mayo, according to news- 
paper reports, confines his work to consultation 
practice. 

A statement of his present creed is as follows: 
“Younger men are going up the ladder while older 
ones are coming down. It is only right that the older 
men aid as they pass.” 


THE NEXT AWARD OF THE BIGELOW MEDAL 
—The Boston Surgical Society is planning to award 
the Henry Jacob Bigelow medal to Dr. J. M. T. Fin- 
ney of Baltimore next February. 

Dr. Finney is Clinical Professor of Surgery at the 
Johns Hopkins Medical School and is an ex-presi- 
dent of the American College of Surgeons. 

The last award of this medal was in June of this 
year to Professor George Grey Turner of New- 
castle-upon-Tyne. 


— 


NOTICES 


A CIRCULAR OF VENEREAL DISEASE 
INFORMATION 


Treasury Department 
Bureau of the Public Health Service 
Washington 
September, 1931. 

For more than seven years Venereal Disease Infor- 
mation, a monthly publication prepared and distrib- 
uted by the U. S. Public Health Service, has been 
available to physicians generally throughout the 
United States. Venereal Disease Information is a 
monthly service which provides the busy practition- 
er with concise information as to developments in 
the diagnosis, treatment and control of syphilis and 
gonorrhea. Periodic literature of every country is 
reviewed for the purpose of securing all relevant 
and important material on this subject. While any 
monthly issue of the publication seldom exceeds 40 
pages, in order to secure the information trained 
abstractors read 450 American, British and colonial, 
and foreign language journals. 

The purpose of this publication is to make avail- 
able to the medical profession current venereal dis- 
ease findings and opinions. The abstracts are brief 
but to the point so that physicians can obtain a 
clear idea of the progress being made everywhere 
in the subject of venereal diseases. 

Recently a Questions and Answers Department 


was added to Venereal Disease Information, the ob- 
ject of which is to further assist physicians inter- 
ested in this subject. 

This monthly publication can be obtained at the 
subscription price of 50 cents per annum or 5 cents 
per single copy, payable to the Superintendent of 
Documents, Government Printing Office, Washing- 
ton, D. C., in cash, check or money order (not 
stamps). 

Respectfully, 
H. S. CumMinG, Surgeon General. 


MEDICAL CLINIC AT THE PETER, BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M., on Thursday, October 29, in the 
Amphitheatre of the Peter Bent Brigham Hospital), 
a medical clinic will be given by Dr. Henry A. 
Christian, to which pbysicians are cordially invited. 
The clinics will be held regularly on Thursday after- 
noons. 


RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. . 


October 
29 What the Public Should Know of Diabetes 


November 


5 High Blood Pressure 

12 The Care of Pulmonary Tuberculosis 
19 Acciflents in the Home 

26 Fatigue as a Symptom of Disease 


December 


3 Overweight—Cause and Prevention 
10 Can We Prolong Life? 

17 Pasteurized or Raw Milk 

24 Public Health in the Coming Year 
31 Mental Health 


SraTe House BroaDcast 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 12:30 P. M. 

The various activities of the Department are dis- 
cussed by the Directors of its nine Divisions. 


Rapio HEALTH FoRUM 


Directed by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 


ment of Public Health, State House, Boston. 
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PROGRAM 


SpPEcIAL SERIES OF BROADCASTS 
Sponsored by the Massachusetts Department of 
Public Health. Courtesy WEEI. Mondays 7:15 
P. M. 
Cancer 
1931 
October 
26 Fear of Cancer 
Kendall Emerson, M.D. 


November 

2 How To Use a Cancer Clinic 
George H. Bigelow, M.D. 

9 A Hopeful Note About Cancer 
Timothy Leary, M.D. 

Health from Zero to Ninety 

16 Prenatal and Infant Health 
Harold C. Stuart, M.D. 

23 Preschool and School Health 
Stanley H. Osborn, M.D. 

30 Health and the College Student 
Mary DeKruif, M.D. 


December 

7 Health and Safety of the Young Adult 
C.-E. A. Winslow, Ph.D. 

Health At and After the Prime of Life 
Herbert L. Lombard, M.D. 


14 


WHITE House CONFERENCE ON CHILD HEALTH 
AND PROTECTION 
Round Tables 
December ‘ 
21 Round Table No. 1—Why Another Conference? 
Conducted by George H. Bigelow, M.D. 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 
1932 
January 
4 Round Table No. 3—Health in Education—Edu- 
cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
18 Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


REMOVALS 
Dr. David Stern announces the removal of his 
office to 1292 Commonwealth Avenue, Boston. 


Dr. Frank A. Mack announces the removal of his 
residence from 8 Lakeville Place, Jamaica Plain, to 
71 Maple Street, Needham, Mass. 


Dr. Morris B. Sanders is leaving Boston to take up 
work with the Rockefeller Foundation at 61 Broad- 
way, New York City. 


AN ANNOUNCEMENT 


A list of medical films, together with their distrib- 
utors, and the cost of purchase or rental, has been 
compiled by the Bell & Howell Company*. 


MEDICAL FILMS AND THEIR SouRCES 
BY WILLIAM F. KRUSE 


Interest in motion pictures on medical, surgical, 
health and hygiene subjects has proved so marked 
that a preliminary listing of sources of this type of 
material is here offered. The present, obviously 
provisional, form of listing has been adopted in 
order to give every facility for correction and com- 
pletion. The Bell & Howell Company urges read- 
ers to submit additional sources and corrections. It 
is hoped that this may fill a serious want at least 
temporarily, and that it may stimulate a more ex- 
tensive listing in the near future by the proper pro- 
fessional bodies. This listing is of 16 mm. safety 
films exclusively, which, being non-inflammable, can 
be shown anywhere by anyone. A FILMO 16 mm. 
projector showing this type of film requires neither 
fireproof booth nor licensed operator. 

All correspondence regarding purchase or rental 
(where indicated) should be conducted directly with 
the producer or distributor listed at the head of 
each group. Mention of the Bell & Howell Medical 
Film Service Catalog, will be appreciated. We will 
be glad to assist doctors and educators to locate and 
obtain suitable film material and will appreciate film 
reviews and reports on showings actually held. Com- 
ments on the quality of any films listed will be 
treated in strictest confidence, and doctors and edu- 
cators are respectfully invited to communicate with 
our Educational Division, for the general benefit of 
this work. 

Our Educational Division serves as a clearing 
house of information and advice for thousands of 
doctors, teachers and other professional men who 
find the motion picture an increasingly important 
adjunct to their work, as well as an unequalled 
source of personal pleasure. The aid of our Techni- 
cal Service Department is likewise available to the 
doctor, teacher or research worker, for the solution 
of technical problems involving cinematography. 
Technical and personal service is available also at 
our branch offices at New York, Hollywood and 
London, as well as through a world-wide network of 
dealer representatives. 

*This list can be secured by application to the Bell & Howell 
Company, Educational Division, 1801 Larchmont Avenue, ba 


cago, e address of a nearby dealer will be furni 
on request. “ 


FUND FOR RURAL MEDICINE 


Mr. William Bingham, 2nd, of Bethel, Maine, has 
established a fund for rural medicine. Its immediate 
object is to give aid to the development of medical 
practice in the State of Maine. Incorporation will be 
sought for the project under the title of the Bingham 
Fund Associates for the Advancement of Rural Med- 
icine. 

Dr. A. Warren Stearns, Dean of Tufts Medical 
School, has announced a grant of $50,000 to the 
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School from the Bingham Fund Associates for the 
Advancement of Rural Medicine. This sum was 
given for the equipment and maintenance of the 
X-ray Department and the observation ward at the 
New England Medical Center. Mr. Bingham has ap- 
pointed as associates, Dr. John G. Gehring of Bethel, 
Maine, Dr. G. Bourne Farnsworth of Cleveland, Ohio, 
and Dr. Joseph H. Pratt of Boston. 


REPORTS AND NOTICES 
OF MEETINGS 


THE DELTA SIGMA THETA FRATERNITY 


At the recent Smoker held at Hotel Lenox, Bos- 
ton, by the Delta Sigma Theta Fraternity of Tufts 
College Medical School, plans for the coming year 
were discussed. After an address of welcome by 
Chancellor Benedict Kudish, other addresses were 
delivered by Dr. Boardman, Dr. Jankelson, Dr. 
Gargill, and Dr. Levi on the subjects of Fraternal- 
ism, Medical Education and Medical Practice. 

The outstanding thought of the evening was that 
of reviving a former custom, consisting of discus- 
sions on various medical topics of the day by out- 
standing men, in special fields, together with dis- 
cussions by members of the Fraternity in active 
practice. This plan was adopted several years ago 
and proved popular for two seasons during which 
time many men of note addressed the group. The 
revival of this project met with instant favor and is 
sure to prove educational and entertaining. 

Another aspect of the meeting was the declara- 
tion of the non-sectarian idea in Fraternity circles. 
It is hoped that the inculcation of both of these 
principles will do much to further Fraternalism, 
and especially to promote a greater feeling of good- 
will and an added incentive to the practice of Medi- 
cine and medical thought among medical students. 


WILLIAM HARVEY SOCIETY 


The William Harvey Society held the initial meet- 
ing of the year in the Beth Israel Hospital on Fri- 
day evening, October 9. The address was delivered 
by Dr. Russell L. Cecil, Assistant Professor of Clin- 
ical Medicine in the Cornell Medical School, on “The 
Bacteriologic Point of View.” Dean A. Warren 
Stearns of the Tufts Medical School acted as chair- 
man. 

Following the lecture, Dr. Cecil spoke briefly of 
his experiments on the bacteriology of chronic in- 
fectious (rheumatoid )arthritis. This disease is char- 
acterized clinically by soft tissue swelling followed by 
bone changes of the proximal phalangeal joints. In 
a series of such cases he found a streptococcus in 
the blood cultures of 62% of the cases. Joint fluid 
cultures were positive in 71%. Likewise agglutinins 
were found in the blood serum for the same strep- 
tococcus. Rheumatic fever cases showed about 55% 


positive blood and joint fluid cultures. 

The streptococci thus isolated resemble the hemo- 
lytic variety, but do not hemolyze blood completely. 
Dr. Cecil believes they cause rheumatoid arthritis 


for, injected into rabbits, similar joint changes are 
produced, while the organisms can be recovered from 
the blood. He considers that the failure of other 
workers to isolate the bacteria is due to the difficult 
technique.. The organism seems to grow well in 
some laboratories and poorly in others, perhaps due 
to the type of peptone employed. That they repre- 
sent contaminants of sterile cultures seems improba- 
ble because of the varieties of streptococcal contam- 
ination. 

The William Harvey Society is an organization of 
students of Tufts College Medical School which, as 
an integral part of its program, sponsors lectures by 
eminent physicians on subjects of clinical impor- 
tance and popular interest. The second series of 
addresses will be presented this year. The present 
president is Mr. Robert T. Phillips. 

The next meeting of the Society will be held on 
Wednesday, November 25, 1931, when Dr. Chevalier 
Jackson will speak on “Bronchoscopy in the Prophy- 
laxis of Diseases of the Lungs.” 


THE ANNIVERSARY EXERCISES OF THE AP- 
POINTMENT OF DR. WALTER B. CANNON AS 
PROFESSOR OF PHYSIOLOGY AT THE HAR- 
VARD MEDICAL SCHOOL 


The twenty-fifth anniversary of Dr. Cannon’s ap- 
pointment as George Higginson Professor of 
Physiology was celebrated at the Harvard Medical 
School on October 15. 

The afternoon exercises were held in the amphi- 
theatre of Building C of the medical school, It 
was necessary to install amplifiers in another audi- 
torium so that all those who attended could hear 
the speakers. 

Dr. David L. Edsall, Dean of the Medical School, 
presided and introduced the speakers of the after- 
noon. He spoke of Dr. Cannon’s great success as 
a teacher. Thirty-one of his former students now 
hold professorial positions in the physiologic sci- 
ences in this and other countries. His splendid 
scholarship, his many important contributions, and 
especially his personal characteristics have been re- 
sponsible for this achievement. 

Dr. Walter C. Alvarez of the Mayo Clinic spoke 
upon “The Influence of Dr. Cannon’s Work on 
Medical Thought and Progress.” Dr. Cannon’s first 
experimental studies on the movements of the ali- 
mentary tract have been of fundamental importance 
to roentgenologist, surgeon, and gastroenterologist. 
His studies of shock during the war saved the lives 
of countless men and gave scientists an entirely new 
concept of the physiologic processes taking place 
following hemorrhage and severe trauma. 

His investigations of the endocrine glands have 
opened new fields of thought to the physiologist, 
physician, and psychiatrist. Dr. Cannon and his 
students have taught the physician to think daily 
in terms of physiology. This is undoubtedly one of 
his most important contributions to clinical medi- 


cine. His ability to discuss physiologic principles 
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with clinicians has materially aided the application 
of his discoveries by the practitioner. 

Dozens of brilliant young men have been attracted 
to the laboratories of Dr. Cannon. Dr. Alvarez at- 
tributes this constant stream of students to the out- 
standing work done by Dr. Cannon and the great 
enthusiasm with which it is carried out. He has 
an abundance of problems for study which he gladly 
shares with the younger men. His friendliness is 
perhaps best shown by the lasting interest he shows 
in the student and his works. He is always Over- 
generous in giving credit to others for work done 
in his laboratories. His tireless energy is transmit- 
ted to all those who are associated with him. But 
above all, his friendliness, kindliness, and approach- 
ability win the permanent loyalty of all those who 
are fortunate enough to work with him. 

_ Dr. William H. Howell of Johns Hopkins Univer- 
sity spoke upon “The Development of Physiology 
in the Past Twenty-five Years and Dr. Cannon’s 
Influence upon It.” Dr. Cannon has ably carried on 
the work of Bowditch, who founded American Phys- 
jology at Harvard. There have been astonishing 
material advances in physiology in this country in 
the past quarter century. The American Physiologi- 
cal Society has grown from a small local group into 
a large national organization. Many new labora- 
tories have been founded. Many new journals have 
been published. Dr. Cannon has been a dominating 
personality in all of these material advances. 

America’s greatest contributions in physiology 
have been in the fields of nutrition, circulation, and 
endocrinology. In each of these Dr. Cannon has 
made important and fundamental discoveries. It is 
chiefly his work which has successfully separated 
the American from the European physiologic school. 

President Lowell presided at the dinner given in 
Vanderbilt Hall in the evening. He introduced Dr. 
Graham Lusk, Professor of Physiology in Cornell 
University Medical School, who spoke upon “The 
Life of a Professor.” 

He complimented Dr. Cannon on his power of at- 
tracting a loyal group of research workers, and his 
ability as an executive, reserving, nevertheless, time 
to persistently search after new scientific truths. 
The great public services of Dr. Cannon, in Dr. Lusk’s 
opinion, have been his campaign against the anti- 
vivisectionist, his illustrious services during the war, 
and his active participation in the International 
Physiological Congress, given in Boston in 1929. 

Dr. Cannon, besides his researches on shock, 
served as chairman of the committee of the Red 
Cross Research Society during the war and rose to 
the rank of Lieutenant Colonel in the Medical 
Corps. In 1919 he was granted the Order of the 
Bath, and in 1922, received the Distinguished Service 
Medal. 

Dr. Lusk deplored the fact that the comfort and 
welfare of the medical student have been fostered to 
the exclusion of the professors in late years by the 
donors to universities. This, he believes, should be 
modified, for the importance of a medical school is 
based upon the value of its teaching and research 


staff. Professors are true altruists, and their wel- 
fare is a matter of public concern. 

Dr. Cecil K. Drinker presented to the University 
a@ life-size portrait of Dr. Cannon by Mrs. Page. 
Dr. Cannon is represented, according to his wish, iu 
laboratory garb. The portrait is the gift of 306 col- 
leagues and students. 

President Lowell, believing that the art of life 
consists not so much in solving problems as in 
finding problems to be solved, said that Dr. Can- 
non’s great service to science is the great number 
of problems which he has discovered. 

Dr. Cannon stated that a man’s accomplishments 
are dependent upon the conditions under which he 
labors. He paid tribute to the liberality and appre- 
ciation of the University. His colleagues and stu- 
dents have been a continual source of stimulation. 

Dr. Edsall read congratulatory telegrams from 
Dr. Robert Levy, Assistant Professor of Clinical 
Medicine, Columbia University, Dr. Evarts Graham, 
Professor of Surgery, Washington University, Dr. 
Olin West, Secretary of the American Medical Asso- 
ciation, J. McKeen Cattell, Dr. Carl Binger of New 
York and the American Psychological Association. 

Visitors from other universities seated at the 
speakers’ table included Drs. Howell and Alvarez, 
Dr. David Riesman, Professor of Clinical Medicine, 
University of Pennsylvania, Dr. Yandell Henderson, 
Professor of Applied Physiology, Yale, Dr. Eugene 
DuBois, Associate Professor of Medicine, Cornell 
and Dr. Robert Yerkes, Professor of Psychology, 
Yale. 


BERKSHIRE DISTRICT MEDICAL SOCIETY 


The next meeting of the Berkshire District Med- 
ical Society will be held on the evening of October 
28 at the Irving House, Dalton, Massachusetts. A 
dinner will precede the meeting at 6:30 P. M. 

The guest speaker will be Dr. R. B. Cattell of 
the Lahey Clinic. Subject:—“Carcinoma of the Colon 


and Rectum.” 
Downey, Secretary. 


BELMONT MEDICAL SOCIETY 


The next meeting of the Belmont Medical Society 
will be held at All Saints Parish House, Clark 
Street, Belmont, on Friday, October 30, at 8:30 
P. M. Subject: Newer Aspects of Infant Feeding. 
Dr. Martin J. English, Associate Professor of Pedi- 
atrics, Boston University School of Medicine, and 
Pediatrician-in-Chief at the Boston City Hospital, 
St. Margaret’s and St. Elizabeth’s Hospitals. 

STEPHEN J. MALONE, Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The October meeting of the Suffolk District Medi- 
cal Society will be held at the Massachusetts Gen- 
eral Hospital in the Moseley Memorial Building on 
Wednesday, October 28, 1931, at 8:15 P. M. 

1. Stated Meeting. 

2. Clinical Program. 


¢ 
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Symposium on Infantile Paralysis 

(a) Epidemiological Aspects and Present Epidemic. 
Dr. Gaylord W. Anderson, Deputy Commissioner Pub- 
lic Health of Massachusetts. 

(b) Pathological Aspects. 
Dr. Charles S. Kubik. 

(c) The Drinker Respirator. Mr. Philip Drinker. 

(d) Cases Treated with Drinker Respirator at the 
Massachusetts General Hospital. Dr. Neil L. P. 
Crone. 


Dr. Tracy B. Mallory, 


Grorce S. Dersy, M.D., President. 
S. McKirrrick, M.D., Secretary. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


Meeting: Wednesday, October 28, 1931, at the 
Commander Hotel, Cambridge. 

Speaker: Dr. John D. Adams, Boston. 

Paper: “The Present Situation in the Treatment 
of Fractures.” 

Dinner: At the beginning of meeting, 6:45 P. M. 


Censors’ MEETING at 2 P. M. November 5, at the 
Boston Medical Library, 8 The Fenway. 
Fritz W. Gay, M.D., President. 
ALEXANDER A. Levi, M.D., Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 


Stated meeting of the Norfolk District Medical 
Society will be held in the Amphitheatre of the Beth 
Israel Hospital on October 27, 1931, at 8:15 P. M. 
Telephone Beacon 4400. 

Business: 

Communications: 

1: The Prognosis of -Acute Endocarditis in Chil- 
dren, Dr. John Lovett Morse. 

2: Diuretics in the Treatment of Edema, Dr. 
Herrman L. Blumgart. 

3: Bronchoscopic Observations on Pulmonary 
Atelectasis, Dr. Louis M. Freedman. 

Following the papers there will be general dis- 
cussion. 

Collation. 

FRANK S. CruICKSHANK, Secretary. 


31 Robert Street, Roslindale. 


BETH ISRAEL HOSPITAL PEDIATRIC CLUB 


The next regular meeting of the Pediatric Club 
will be held on Thursday, October 29, 1931, in the 
Beth Israel Hospital auditorium at 8:15 P. M., sharp. 

Program: Fads and Fancies in Present-Day Pedi- 
atrics-—Dr. John Lovett Morse. 

Dr. RuTH WEISSMAN, Secretary. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 
October 19-30—Graduate Fortnight of the New were 

Academy of Medicine. See Pe 1230, issue of June 4 
and page 465, issue of Augu 
27—Harvard a Society. See notice on 


October 
page 791, issue of Oc October 1 


ober 28—Massachusetts Hospital. 
tice on page 791, issue of October 

October 28—Harvard Medical 
Care of the Patient.” 

October 15. 

October 29—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 835. 

October thi’ Pediatric Club. See 
notice elsewhere on this 

October 30—Belmont Medical Society. See page 838. 

November 4—New England Heart Association. See 
notice on page 746, issue of October 8. 

November 4 and 18—Harvard Medical School. The 
George W. Gay Lectures on ‘‘Medical Ethics.’’ See notice 
on page 791, issue of October 15. 

November Harvey Society. 
See page 745, of Octobe 

April 4-8, 1932—The of Physicians. 
See notice on page 1232, issue of Jun 

Autumn 1931—Spring Medical Post- 
graduate Courses in Berlin. See page 468, issue of 
August 27. 


See no- 


Lecture on “The 
See notice on page 791, issue of 


DISTRICT MEDICAL SOCIETIES 
Berkshire District Medical Society 
October 28—See page 838. 
Essex North District Medical Society 
January 6, 1932—-At Haverhill. 
May 4, 1932—Annual meeting at Lawrence. 


Franklin District Medical Society 


Meetings will be held on the second Tuesday of Novem- 
March and May at the Weldon, Greenfield, 


CHARLES MOLINE, Secretary. 


Middlesex East District Medical Society 


At a meeting of the executive committee the following 
schedule for the Middlesex East District Medical Society 
was arrange 

November—At Wakefield. 

January—At Melrose. 

March—At Reading. 

May—At Woburn. 

All meetings on the second Wednesday of each month 
unless otherwise announced. 


Middlesex South District Medical Society 


October 28—See notice elsewhere on this page. 
November 5—Censors’ meeting. See notice elsewhere 
on this page. 


Norfolk District Medical Society 
October 27—See notice elsewhere on this page. 


Suffolk District Medical Society 


October 28—See page 838. 

November 5—The Censors of the Suffolk District Medi- 
cal Society will meet for the examination of candidates 
at the Medical Library, No. The Fenway, Thursday, 
November 5, 1931, at 4 o’cloc 

Candidates should make personal 7" 
Secretary, and present their medical 
one week before the examination. 

LELAND S. McKITTRICK, Secretary. 


205 Beacon Street, Boston. 


lication to the 
plomas at least 


Worcester District Medical Society 


Wednesday evening, November 11, 
gy of Commerce Rooms, Franklin Stre Worces- 

Mass. 7:45—Program: Bone Lesions of qt 
Syphilis by Dr. Stafford McLean, Clinical Professor, Dis- 
eases of Children, Columbia University College of Physi- 
cians and Surgeons, New York City. 

Wednesday evening, 9, 1931 — Worcester 
Chamber of Commerce Rooms, Franklin Street, Worces- 
ter, Mass. 7:45—Program: Subject in — field of Eye, 
Ear, Nose and Throat to be announced lat 

Wednesday evening 18, 1982—Worcester City 


nA City Hospital. To be announce 
ater. 


10, 1982—Worcester State 
the Worcester 
be an- 


Wednesday evening, Februa 
Hospital. :30—Dinner, complimentary by 
State Hospital. 7:45—A psychiatric program to 


nounced later. 
wen, March 9, 1932—Memorial Hospital, 


Wednesda 
Worcester, Mass. —Dinner, complimentary by Memo- 


| 
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rial Hospital. 7: oe pediatric meeting with subjects 
to be announced late 

Wednesday evening, April 13, 1932—Grafton State Hos- 
ital, North Gra Mass. 6:30—Dinner, complimentary 
y Grafton Beate "Hospital. 7:45—Program to be an- 
nounced later, 

Wednesday afternoon = evening, ney 11, 1932—Annu- 
al Meeting. Program to be announced later. 

ERWIN C. MILLER, Secretary. 


— 
— 


BOOK REVIEWS 


CORRECTION 


The Diet Book by Marguerite Requa Rea published 
by the Oxford University Press was reviewed in the 
New England Journal of Medicine for June 18, 1931, 
page 1333. The price was given as $2.75. It should 
have read $2.50. 


Der geburtshilfliiche Phantomkurs. By Dr. MED. WIL- 
HELM LIEPMANN. Berlin and Vienna; Urban and 
Schwarzenberg, 1931. 


The first edition of this admirable monograph was 
favorably reviewed in the Journal some five years 
ago. The entire contents of this second edition has 
been completely revised; a chapter has been added on 
the Kjelland Forceps; and the number of illustra- 
tions has been increased to 172 by the addition of 
seven new pen-and-ink sketches. The book presents a 
complete course in Operative Obstetrics on the Ob- 
stetric Mannikin excellently arranged for didactic pur- 
poses in a series of eight chapters, each of which 
may be used as a basis of a practical exercise. To 
these is added an admirable brief chapter on the 
history of Operative Obstetrics. The illustrations, 
many of which occupy an entire page, are exceed- 
ingly clear and well drawn. This work should be of 
great value to students, teachers, and practicing phy- 
sicians. 


Observations on the Courses of Different Types of 
Bright’s Disease and on The Resultant Changes in 
Renal Anatomy. By VAN SLYKE, et al. Published 
by Williams and Wilkins. Price $3.00. 


The book is a short, concise, clinical presentation 
of the various types of Nephritis. Fortunately, the 
writers have been able to follow a number of cases 
for a period of years, and to check clinical observa- 
tions with autopsy material. This, together with a 
clear style, intelligible charts and tables and well- 
planned headings, enables one to read the book with 
both pleasure and profit. 

The author's classification of the disease follows 
essentially that of Volhard and Fahr. Many doubt- 
ful points have been made clear by grouping, 
wherever possible, synonymous terms from the 
literature. Thus one has a clear conception of a 


clinical classification of the disease, regardless of 
the particular term used. The case histories rep- 
resent, as a whole, a complete presentation of 
practically every type of Nephritis encountered in 
the general practice of medicine. 

The book is strongly recommended to both stu- 
dent and practitioner. 


A Handbook for Senior Nurses and Midwives. By 
J. K. Watson, M.D. (Edin.) Second Edition. Hum- 
phrey Milford. Oxford University Press, 1931. 
Price $4.00. 


This volume in the series of Oxford medical pub- 
lications is a compendious textbook of medicine, sur- 
gery, pediatrics, obstetrics, and gynecology for grad- 
uate nurses. Its first edition was favorably reviewed 
in the Journal in 1926. In this second edition every 
chapter has been carefully revised, additions have 
been made to many of the chapters, and four new 
chapters have been written. Most pertinent of the 
latter is one on the problem of maternal mortality 
in childbirth. The volume is intended by the author 
as complementary to his Handbook for Nurses, which 
is designed more particularly for pupil nurses. There 
are two hundred and twenty-five excellent illustra- 
tions in the text, which extends to over six hundred 
and fifty pages. 


An Introduction to Gynecology. By C. Jerr MILLER, 
M.D. (New Orleans). St. Louis: The C. V. Mosby 
Company, 1931. Price $5.00. 


This textbook on the fundamentals of gynecology 
is intended for junior medical students, and there- 
fore does not include any consideration of treatment, 
but is concerned with anatomical description, symp- 
tomatology, natural history of disease, pathology, 
and diagnosis. It covers the field of gynecology in 
sixteen chapters, at the close of each of which is an 
admirable brief bibliography. There are one hundred 
and seventeen illustrations, of which, however, only 
a few are original. The volume is chiefly of value 
as presenting the standard material of the subject 
through the author’s personality as a teacher. It 
should prove a useful textbook for students as a pre- 
liminary to the more elaborate clinical works on 
gynecological therapeutics. 


Anatomo-Clinical Diagnostics. By Paut LEcENE. 


II. Female Reproductive System, Part I. (Les 
Diagnostics Anatomo-Cliniques de P. Lecéne. II. 
Appareil Génital de la Femme. First Part.) By 


P. Moulonquet and S. Dobkevitch. Paris, Masson 
et Cie. 1931. Price 75 fr. 


The pupils of the late Paul Lecéne are engaged in 
collecting and publishing in systematic form a series 
of volumes based upon his teaching material and 
representing so far as possible the systematic trea- 
tise on anatomo-clinical diagnostics which he had in- 
tended to prepare. The first volume of this series 
on general principles and on lesions of the breast has 
already been reviewed in the Journal. This second 
volume constitutes the first part of a system of gyne- 
cology and deals particularly with mechanical, inflam- 
matory, and neoplastic lesions of the perineum, 
vagina, uterus, and adnexa, including ectopic preg- 
nancy, abortion, and ovarian torsion. The volume is 
beautifully illustrated with one hundred and sixty- 
one text engravings. It is a worthy addition to the 
didactic literature of gynecology in memory of a 
great teacher. 


 — 


